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emotional 
distress 


In the management of overt or concealed mental and 
emotional distress tactful reassurance often needs 


to be reinforced by practical measures, and the 


administration of ‘ Drinamy!’ is often 
very helpful because it induces a sense of 


tranquillity and cheerfulness. 


Frequently this interlude of inner calm 
enables the patient to take a more 
reasoned view of his difficulties 
and thus to break the web 


of anxiety in which 


he has become entangled. 


‘DRONA 


*‘Drinamyl’ is available in 


containers of 2§ tablets. 
a balanced combination of ors 


; ; Each tablet contains § mg. dextro- 
‘ Dexedrine’ and amylobarbitone 


amphetamine sulphate (‘Dexedrine’) 
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Disprin has all the valuable qualities of calcium aspirin—analgesic, 
antipyretic and anti-rheumatic. Since it is soluble, it is more rapidly 
absorbed and consequently more speedy in its clinical effect. 
Moreover, it is unlikely to irritate the gastric mucosa. 


Disprin tablets readily dissolve in water to form a sub- 
substantially neutral palatable solution of calcium aspirin. 
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€€Toral intravenous alimentation 
{with Amigen, glucose, electrolytes 
and vitamins] completely arrested 
or reduced drainage from the intestinal 
fistulas in the six reported cases 
These feedings maintained electrolyte 
balance and controlled local drainage 
while the fistulas healed or were 
corrected by surgery.?? 


Hull, C., and Barnes, TG 
Ann. Surg 133. 644-649, 1951, 
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Introducing 


H O MM EL 


A new, highly effective expectorant 


on an original basis 


The principal constituent of 
‘HICOSEEN’ is 2-Diethylami- 
noethyl-phenylethyl-acetate, 
synthesized by Hommel and 
for the first time clinically 
used. It acts broncholytic- 
ally andat the same time sed- 
atively on the cough reflex. 


‘Hicoseen’ provides the basic 
requirements of anti-tussic 
therapy: repression of cough 
reflex and promotion of ex- 
pectoration. These are ac- 
complished with a very high 
degree of compatibility. 


PHARMACOLOGY 

Absence of side-effects, including drowsiness, is of 
outstanding importance. The respiratory centre 
not being acted on in any way, the cough reflex is 
probabhiy influenced by a mechanism different from 
that of morphine alkaloids. ‘Hicoseen’ contains 
such a small dose of codeine phosphate that even 
high overdosage is innocuous. 


COMPOSITION 

0.1% 

Codeine phosphate 0.08% 

Guaiacol albuminate 5.25% 
in pleasantly flavoured syrup 


INDICATIONS 

Specific in cough irritation, bronchial catarrh, 
bronchitis, tracheo-bronchitis in emphysema and 
pulmonary tuberculosis. 


DOSAGE 

Adults: 2 to 4 tablespoonfuls; in cases of cough 
irritation 1 to 10 teaspoonfuls daily. 

Children: according to age and number of cough 
paroxysms 3 to 5 tea- or dessertspoonfuls daily. 


PRESENTATION 
‘Hicoseen’ Syrup is available in bottles containing 
4 fluid oz; also in 16 fluid oz. bottles for dispensing. 


PROFESSIONAL SAMPLE AND LITERATURE ON REQUEST 
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P.O. Box 266, Durban, Natal. P.O. Box 928, Johannesburg, Transvaal. P.O. Box 76, East London. P.O. Box 1102, Bulawayo, 
Southern Rhodesia. P.O. Box 379, Salisbury, Southern Rhodesia. 
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A new 
treatment 
for 
threadworm 
infestation 


‘Entacyl’ (piperazine adipate 
tablets) is a particularly effective 
oxyuricide. Its action is rapid. 
Its taste is pleasant. Its adminis- 
tration is not accompanied by 
nausea or other side effects even 
in very young children. Complete 
eradication is obtainable with- 
out the use of an enema. 


ENTACYL... 


(Brit. Pat. Appn. No. 29123/53) 
Tablets containing Piperazine Adipate 300 mg. 


PACKINGS : 
Bottles of 25 tablets 6/- 
Bottles of 100 tablets 19 2 


Prices to the medical profession in South Africa 


THE BRITISH DRUG HOUSES (SOUTH AFRICA) (PTY.) LTD. 
123 Jeppe Street, Johannesburg 
Associated Companies in: LONDON + TORONTO - SYDNEY - BOMBAY + AUCKLAND 
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A mixed antibiotic preparation with special applications 


e D | . TA VO N E @ Not infrequently, cases of advanced infection or of mixed infection 


require immediate treatment and to await proper bacteriological 
brand 


examination may be quite impracticable or inadvisable. In such 


PROCAINE PENICILLIN G 


cases, and also in prophylaxis in certain operative procedures, it is 
POTASSIUM PENICILLIN G 


often the practice to administer separate injections of penicillin and 

dihydrostreptomycin. Moreover, where the causative organisms, 

because they are deep-seated, cannot be readily identified, a mixture 


of these two antibiotics is often used. For convenience in such 


circumstances, “Distavone’, consisting of a balanced mixture of 


Distributed by the associates and agents of penicillin and dihydrostreptomycin in a highly purified form. has 


been made available. 

Allen & Hanburys Ltd. 

British Drug Houses Ltd. Each single-dose injection-type vial 

contains 300,000 units procaine 

penicillin G, 100,000 units potassium 

Pharmaceutical Specialities (May & Baker) Ltd. penicillin G and 500,000 units (equiva- 
lent to 05 gramme pure _ base) 
dihydrostreptomycin sulphate. Boxes 
of 5 vials. 


* DISTAVONE', atrademark, is the property of the manufacturers 
THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED, Liverpool, England 


For ease of administration in penicillin therapy 


‘Distaquaine’ brand preparations of procaine penicillin G for administration in aqueous 


Distributed by the associates 


and agents of suspension are designed to make penicillin therapy more convenient to practitioner and 


patient. The prolonged effective action of procaine penicillin G makes frequent injections 


Allen & Hanburys Ltd. 


iti . In the majority of infections single daily injections are adequate. 
British Drug Houses Ltd. ey jority ctions sing y inj = 


Burroughs Wellcome & Co. Distaquaine’ brand preparations are easily prepared and administered. There is little 


Evans Medical Supplies Ltd or no pain on injection and the equipment is easily cleaned after use. 


Imperical Chemical ; * DISTAQUAINE’ G 
“DISTAQUAINE' G vials of 300,000, 900,000 
(Pharmaceuticals) Ltd. D ST Q and 3,000,000 units. 
Pharmaceutical Specialities 
: vials of 400,000, 1,200,000 
Q . and 4,000,000 units. 


(May & Baker) Ltd. 
* DISTAQUAINE", a trademark, is the property of the manufacturers 


Manufactured by 
THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED, Liverpool England 
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Insulin Preparations 


In addition to the well-established preparations — Soluble 
Insulin and Globin 
Zinc) — Boots range of insulin products includes lsophane 
Insulin, which is now so popular in the U.S.A., and the 


Insulin, Protamine Zinc 


Insulin (with 


characteristics and uses. 


three Insulin Zinc Suspensions of the ‘lente’ type developed 
by Hallas-Moller and his colleagues in Denmark. 
The table below gives an indication of their various 


DESCRIPTION 


INSULIN (Soluble Insulin) 


The Purified and crystallized anti- 
diabetic principle of the pancreas. 
(pH 3). 


PROTAMINE ZINC INSULIN (P.Z.1.) 


An insoluble complex formed by insulin 
with protamine and zinc. (pH 6.7-7.3). 


GLOBIN 
A soluble preparation of 
globin and a trace of zinc 
(pH 3.0-3.2) 


INSULIN WITH ZINC 
insulin with 
chloride. 


ISOPHANE INSULIN (N.P.H.) 


protamine-zinc-insulin complex ad- 
justed to contain no excess. of 
protamine. (pH 7.3 approx.) 


INSULIN ZINC SUSPENSION 
(AMORPHOUS) 


A suspension of amorphous porticles of 
an insulin and zinc complex which is 
insoluble in acetate buffer ot the 
pH of blood (pH 7.1-7.3) 


INSULIN ZINC SUSPENSION 
(Insulin Lente) 
A mixture of crystalline and amorphous 
particles of an insulin + zinc complex 
insoluble in acetate buffer at the pH 
of blood (pH 7.1-7.3). 


INSULIN ZINC SUSPENSION 
(CRYSTALLINE) 
(Insulin Ultralente) 
A suspension of a crystalline insulin- 
zinc complex insoluble in acetate buffer 
at the pH of blood (pH 7.1-7.3). 


APPROXIMATE 
DURATION OF 
ACTION (HRS.) 


6 


24-48 


12-16 


24+ 


30+ 


CHARACTERISTICS AND USES 

Quick acting. Particularly useful for ‘‘brittle’’ diabetics 
ond patients with large daily insulin requirements 
who cannot be satisfactorily controlled with sustained- 
acting preparations. 


A well-tried insulin with a prolonged action. A 
single daily injection is capable of giving satisfactory 
control in most patients with moderate insulin 
requirements. 


Intermediate in action and suitable for some diabetics 
whose fasting (night-time) blood-sugar is normal, but 


who require insulin action during the day. 


An insulin with prompt yet sustained action; popular 
in U.S.A. Particularly useful for diabetics who 
otherwise have to mix P.Z.I. with soluble insulin. 
Miscible with soluble insulin without causing further 
precipitation. 


intermediate action more rapid than 
insulin Chiefly used for 


1.2.8. when an even more rapid onset 


An insulin of 


that of zinc suspension. 
mixing with 


of action is needed. 


Prompt but sustained action; suitable for most diabetics, 


including those who otherwise need mixtures of 


P.Z.!1. and soluble 
Miscible with 1.Z.S. (Amorphous) but not with soluble 


insulin (cf. Isophane Insulin). 


insulin. 


A prolonged-acting insulin suitable for use when 
some overlap of the action of the previous day's 
insulin injection is desired. 
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EDITORIAL 


THE SPECIALIST REGISTER 


At the last meeting of the Federal Council, held on 
15-17 October 1953, a resolution was submitted by the 
Southern Transvaal Branch Council as follows: ‘That 
the Branch Council .... requests the Federal Council 
to appoint a committee to investigate and report on the 
methods of registration of specialists in various countries, 
and to make recommendations thereon to the Federal 
Council’. The Federal Council adopted the resolution 
and left to its Executive Committee the choosing of the 
members of the committee and its terms of reference. 
The Executive appointed Drs. J. Black, L. I. Braun, 
D. de Bruijn, T. Schneider, M. Shapiro, J. H. Struthers, 
J. J. van Niekerk, L. O. Vercueil and W. Waks, 
Dr. Schneider to be convener; and Dr. Braun was 
subsequently appointed chairman. The terms of reference 
as drafted by the Executive were: 


(a) To collect information as to the methods of 
registration of specialists in other countries. 


(6) To collect memoranda and opinions from 
Branches, Divisions, Groups and individual mem- 
bers of the Association in South Africa on the 
subject. 


(c) To hold another plebiscite if considered 
necessary or desirable in view of the fact that the 
Medical, Dental and Pharmacy Amendment Bill 
may be introduced in Parliament early in 1954, and 
to inform the Minister of Health of the result. 


(d) To draw up the terms of any plebiscite and 
to supply members with such information as may 
be available regarding the pros and cons of the 
subject. 


(e) In the light of information received under 
paragraphs (a) and (b), to make recommendations 
to the Federal Council of the Association as to the 
desirability of agreeing to the method of registration 
of specialists at present in force or not. If not, to 
make recommendations as to the manner in which 
registration of specialists be carried out in future if 
it is considered desirable that there should be such 
registration. 
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VAN DIE REDAKSIE 


DIE SPESIALISREGISTER 


Op die jongste vergadering van die Federale Raad, wat 
op 15-17 Oktober 1953 gehou is, is die volgende besluit 
van die Raad van die Tak Suidelike Transvaal voorgelé: 
,Dat die Takraad ... . die Federale Raad versoek om ’n 
komitee aan te stel om ondersoek in te stel na en verslag 
te doen oor die stelsel van spesialisregistrasie in ander 
lande en om aanbevelings daaroor aan die Federale 
Raad te maak’. Die Federale Raad het die besluit 
aangeneem en dit aan sy Dagbestuur oorgelaat om die 
lede van die komitee en die terme van opdrag te kies. 
Die Dagbestuur het drs. J. Black, L. I. Braun, D. 
de Bruijn, T. Schneider, M. Shapiro, J. H. Struthers, 
J. J. van Niekerk, L. O. Vercueil en W. Waks aangestel. 
Dr. Schneider is as saamroeper benoem en daarna was 
dr. Braun as voorsitter gekies. Die Dagbestuur se terme 
van opdrag was: 


(a) om inligting oor die stelsel van spesialis- 
registrasie in ander lande in te wen. 


(6) om memoranda en menings oor dié onder- 
werp van Takke, Afdelings, Groepe en individuele 
lede van die Vereniging in Suid-Afrika in te wen. 


(c) om weer ’n stemming te hou, indien dit 
wenslik geag word, met die oog op die Mediese, 
Tandheelkundige en Farmasie Wysigingswetsont- 
werp wat vroeg in 1954 voor die Volksraad voorgelé 
mag word en om die Minister van Gesondheid van 
die uitslag in kennis te stel. 


(d) om die voorwaardes van enige stemming neer 
te 1é en om aan lede sodanige inligting oor die 
onderwerp—voor en teé—soos beskikbaar mag 
wees, te voorsien. 


(e) om in die lig van gegewens onder paragrawe 
(a) en (b) ingewen aanbevelings aan die Federale 
Raad van die Vereniging te maak met betrekking 
tot die wenslikheid om die huidige stelsel van 
spesialisregistrasie goed of af te keur. Indien hierdie 
stelsel afgekeur word om aanbevelings te maak i.v.m. 
toekomstige registrasie van spesialiste as registrasie 
wenslik geag word. 
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The Committee accordingly decided to prepare a 
memorandum dealing with the history of the registration 
of specialities in South Africa; the points for and against 
a specialist or consultant register; the methods adopted 
in other countries; and the question whether, if there 
is to be a specialist register, it should be controlled by 
the Medical Council or by some other body. The 
memorandum is published in this issue of the Journal. 

The Committee asks that meetings of all Branches of 
the Association be called immediately to consider the 
memorandum and to recommend in what way the 
memorandum should be altered or amplified. When the 
Committee has received the comments and recommenda- 
tions of the Branches it will proceed to finalize the 
memorandum and distribute it to every member of the 
Association. (Owing to its length, Part I of the Memo- 
randum, dealing with the history of the registration of 
specialists, will not be circulated, and members are asked 
to retain this issue of the Journal, in which it is printed.) 

In view of the position in the Courts and in Parliament, 
it is important that the policy of the Association should 
be announced as soon as possible. Branches are therefore 
urged to deal with the memorandum without delay, and 
to send in their replies to Dr. T. Schneider, Convener, 
Medical House, 5 Esselen Street, Johannesburg, within 
not more than 4 weeks from the present date. 

The Committee will make its final recommendations 
to the Federal Council in the light of the replies it has 
received from the Branches. 


The term ‘curling’ is used here to denote the condition 
in which tertiary contractions of the oesophagus occur, 
associated with a depression of the primary and second- 
ary peristaltic waves, thus leading to certain abnormal 
radiological appearances which may differ in different 
patients and in the same patient at different times. 
The condition is associated with symptoms referable to 
the oesophagus in a minority of cases; the cause, or 
causes, are as yet not fully understood. 

The appearances known as rippling of the oesophagus, 
multiple functional diverticula or pseudodiverticula, 
ladder spasms, segmental spasms, rosary oesophagus 
and corkscrew oesophagus fall into this category. 

The term curling is not very appropriate in a descript- 
ive sense in all cases. It is an adaptation of the word 
Krauselung first used by Schatzki,?* and has become 
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Die Komitee het derhalwe besluit om *n memorandum 
op te stel oor die geskiedenis van spesialisregistrasie in 
Suid-Afrika; die voor- en nadele van ‘n spesialis- of 
konsultantregister; die stelsel in gebruik in ander lande; 
en indien ’n spesialisregister ingestel word of dit deur die 
Mediese Raad of deur ’n ander liggaam beheer moet 
word. Die memorandum verskyn in hierdie uitgawe van 
die Tydskrif. 

Die Komitee versoek al die Takke om onmiddellik 
vergaderings byeen te roep om die memorandum te 
oorweeg en enige wysigings of aanvullings voor te stel. 
Op ontvangs van die Takke se aanbevelings en kommen- 
taar sal die Komitee die memorandum in sy finale vorm 
opstel en dit onder al die lede van die Vereniging versprei. 
(Daar Deel I van die memorandum, wat die geskiedenis 
van spesialisregistrasie uiteensit, lywig is, sal dit nie 
gesirkuleer word nie, en lede word versoek om hierdie 
uitgawe van die Tydskrif waarin dit verskyn, te bewaar). 

Met die oog op die posisie in die Howe en die Volks- 
raad is dit van groot belang dat die Vereniging se beleid 
so spoedig moontlik bekend gemaak word. Takke word 
derhalwe versoek om onmiddellike aandag aan die 
memorandum te gee en hul antwoorde te stuur aan dr. T. 
Schneider, Saamroeper, Mediese Huis, Esselenstraat 5, 
Johannesburg, binne vier weke van die huidige datum. 


Die Komitee sal na gelang die antwoorde wat van die 


Takke ontvang is, sy finale aanbeveling voor die Federale 
Raad lé. 


established in part of the Anglo-American literature 
Many authors prefer to group the appearances mentioned 
under the simple heading ‘tertiary contractions’. Seeing 
however, that peristalsis is also inhibited in these cases, 
and in view of the uncertain pathogenesis, it is felt that 
the non-committal term curling should be used at this 
stage to indicate these ‘sometimes grotesque appear- 
of the oesophagus. 

The close relationship between some of these appear- 
ances was not always recognized, and it is not surprising 
that cases presenting with different appearances were 
sometimes described under separate headings. 

The condition can easily be missed. Cases of dyspha- 
gia have been encountered in which the diagnosis of 
hysteria or neurasthenia has been made after extensive 
investigation has failed to reveal the true nature of the 
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abnormality. Radiology is the only means of diagnosis. 
In the radiological examination it can also be overlooked 
if insufficient attention is paid to one or two essential 
but simple diagnostic procedures. 

It is the purpose of this paper to review briefly the 
background of the condition and to describe certain 
illustrative cases. 


HISTORICAL REVIEW 


Barsony” in 1926 first called attention to the existence 
of ‘functional diverticula’ which only became apparent 
‘during the contraction phase of the oesophagus’. This 
was followed in 1927 by his and Polgar’s® description of 
9 cases of functional diverticula, both solitary and 
multiple. The diverticula were sometimes outlined by 
barium only after repeated acts of swallowing. In the 
‘rest-phase’ they were not evident. 

In 1928 Teschendorf,”* under the heading ‘diverticulum 
of Barsony’, described the case of a male aged 53 com- 
plaining of dysphagia, in whom the oesophagus showed 
local dilatations bounded by spastic contractions. 
Passage of barium through the oesophagus was delayed 
and the abnormality was only seen during the contraction 
phase. He noted that the appearance was abolished 
45 minutes after the subcutaneous injection of 0.5 mg. 
of atropine, but 2 hours later it had re-appeared. Pan- 
huysen* found identical features in this case 8 months 
later during the follow-up examination. 

Simon* in 1928 described a case of hiatus hernia 
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associated with a ‘diffuse diverticulosis of fleeting 
character’ in the lower third of the oesophagus. This 
was followed in 1932 by Fleischner’s® description of two 
cases under the headings ‘varicose oesophagus’ and 
‘adhesion diverticula’. He thought that the appearances 
were due to peri-oesophageal adhesions. Schatzki** in 
1933 noted the functional character of the condition and 
introduced the term Krauselung. 

Cases under the various headings mentioned previously 
were described by Palugyay and Pesek,'® Moersch and 
Camp,'* Penner and Druckerman,”! Templeton,”* John- 
stone,'?» '* Sheinmel er Hillemand ef 
Douglas ef a/.,° van Eeckhoutte,*® and others. 


Case REPORTS 


Case 1. H. B. v. d. Z., a 57-year-old female, came to the out- 
patient department of the Wilhelmina Hospital in 1948 complaining 
of dysphagia for solid food, of 2 years’ duration. Several years 
before anginal attacks had commenced and 2 years before a 
cholecystectomy had been performed. Clinical examination was 
essentially negative. It was noted however that she was irritable 
and nervous. Radiological examination revealed no abnormalities 
of the oesophagus. 

During the next year she presented herself several times with the 
same complaint. Clinical, laboratory and laryngoscopic exami- 
nations were negative. The radiological report now stated that the 
contours of the oesophagus were irregular; there was some delay 
in passage of barium. Oecsophageal varices were suggested. 

She returned several times during 1950, complaining of increasing 
dysphagia. Oesophagoscopy revealed slight oedema of the mucosa 
in the lower end of the oesophagus, but otherwise no abnormality 
was seen. All other examinations were negative. Sedatives had 
given no relief. 
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In May 1951 we had occasion to examine her radiologically. 
The oesophagus behaved in a remarkable way. Four different 
appearances of the organ were seen at fluoroscopy during this 
examination, viz.: 

(i) Normal. 

(ii) The margins of the lower two-thirds showed a finely serrated 
appearance (‘rippling’) (Fig. 1). 

(iii) The lower half exhibited multiple alternating constrictions 
and dilatations—‘segmental spasms’ (Fig. 2). 

(iv) A ‘corkscrew’ appearance was seen in the middle third. 

re was some delay in the passage of barium. No lesion 

was detected at the cardia. 


The abnormal appearances were seen a few seconds after the 
act of swallowing. In a matter of a split second the picture would 
change from one to either of the other two abnormal forms. 
Sometimes a corkscrew picture was seen in the middle third while 
the lower third showed segmental spasms (Fig. 3). 

Two months later re-examination was done after a course of 
benzedrine sulphate (5 mg. 4 hourly for 36 hours). The abnormal 
contractions were still present, although less outspoken than before, 
and there appeared to be less delay in the passage of barium. At 
some stages there was a suggestion of rippling in the upper third, 
corkscrew in the middle third and segmental spasms in the lower 
third. At other times during the examination rippling seemed to 
be the predominant feature (Fig. 4). There was some subjective 
improvement. 

A fortnight later the oesophagus was examined while the patient 
inhaled amy! nitrite. During the inhalation the organ showed 
comparatively normal outlines (Fig. 5). However, 3-5 minutes 
after the inhalation the original appearances were again seen. 

During August 1951 passage of a semi-flexible oesophageal 
bougie, size 23, encountered some resistance at the cardia. Biopsy 
of the cardia showed no abnormality. When last seen, the symptom 


6—10 


was as bad as before and the radiological appearances showed no 


Case 2. G.V.K., a 68-year-old married female, came to the 
out-patient department of the Wilhelmina Hospital complaining 
of a ‘lump in the throat’. She was a known case of diabetes, for 
which condition she had received treatment for the previous 
20 years. There was nothing else of note in the past history. 

Radiological examination of the oesophagus showed rippling of 
the middle and lower thirds. This feature was only seen a few 
seconds after the act of deglutition. There was some delay in the 
passage of barium. At times several pseudo-diverticula were seen 
at the junction of the middle and lower thirds in conjunction with 
rippling of the adjacent parts (Fig. 6). 


A month later oesophagoscopy was performed. There were a 
few varices in the posterior wall at the cardia but no sign of diver- 
ticula. She did not return for the follow-up examination. 


Case 3. J.C. v. B., a 69-year-old male, was admitted to the 
Wilhelmina Hospital in December 1950 for partial gastrectomy. 
He was a known case of pyloric and duodenal ulcer and had had 
frequent haemorrhages during the previous 12 years. During 
that time thrombosed external haemorrhoids, chronic proctitis, 
arteriosclerosis and chronic essential emphysema were also diag- 
nosed. There were no symptoms referable to the oesophagus. 

During several barium-meal examinations done during the 
previous 2 years a corkscrew oesophagus was seen as an incidental 
finding. Examination of the oesophagus during October 1950 
revealed comparatively normal outlines during the rest phase. A 
few seconds after the act of swallowing a minor degree of rippling 
was seen, progressing to multiple sacculations in the middle third 
and a corkscrew picture in the lower third. (Fig. 7). This went on 
to increased segmentation of the column of barium, followed by 
gradual relaxation and a return to the original. There was a marked 
delay in the passage of barium. 
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Re-examination a month later showed curling with less outspoken 
features (Fig. 8). The inhalation of amyl nitrite had no appreciable 
effect on the picture, which now tended to remain constant (Fig. 9). 
Several views taken at this time showed almost identical appear- 
ances. At oesophagoscopy some spasm was encountered at the 
proximal sphincter. The mucosal folds in the distal third of the 
oesophagus were broadened, but otherwise no abnormality was 
found. The patient was not seen again after the operation. 

Case 4. A.M.C.H., a 76-year-old married female, came to the 
out-patient department of the Wilhelmina Hospital complaining 
of dysphagia of several months’ duration. 

Radiological examination showed a large sliding hiatus hernia 
in the Trendelenburg position, with gastro-oesophageal reflux. 
A few seconds after the act of swallowing well-marked rippling 
of the cesophagus was seen (Fig. 10). In the erect position the 
hernia reduced spontaneously and rippling could not be elicited, 
even after repeated acts of swallowing. 


RADIOLOGICAL FEATURES 


The method of examination was first to administer the 
usual suspension used for barium meal examinations, and 
observe the oesophagus in the erect and supine positions 
in order to determine the rate of passage. Then the 
oesophagus was outlined with a thick barium paste 
according to Schatzki’s method, and the effect of ‘dry’ 
swallowing on the filled oesophagus was determined. 

1. Varying appearances. The different appearances 
that are included under the term curling have already 
been enumerated. Shanks and Kerley™* group some of 
these appearances under the heading ‘functional diverti- 
cula’, which they divide into (a) rippling and (4) cork- 
screw oesophagus. They hold, further, that ‘a chain of 
diverticula of varying sizes’ (segmental spasms) is a 
manifestation of corkscrew oesophagus. According to 
these authors it is not clear whether corkscrew represents 
an advanced form of ripple, and they have gained the 
impression that these two may be separate lesions. 
Levrier and Bouloys'® have classified the appearances of 
rippling, corkscrew and pseudodiverticula under the 
single heading of tertiary contractions. 

It is seen in Case | how the picture can change from 
moment to moment and that an area which had previous- 
ly shown rippling (Fig. 1) may at the next moment have 
the appearance of segmental spasms (Fig. 2), or cork- 
screw and segmental spasms (Fig. 3). Case 2 shows that 
the appearance of rippling may suddenly change into 
one of rippling plus pseudodiverticula (Fig. 6). In Case 3 
the picture of rippling had at the next moment changed 
to one of multiple sacculations and corkscrew (Fig. 7). 
In view of these features it can probably be stated that 
the appearances rippling, corkscrew and segmental 
spasms (also called rosary oesophagus and ladder 
spasms), and at least some types of functional diverticula, 
are all expressions of a single dysfunction (which may, of 
course, be due to a variety of causes). 

2. Transient or persistent. Sheinmel et al. pointed out 
that the appearances may be evanescent or quite per- 
sistent. Douglas et al. stated that the appearances were 
transient in mild.cases, but that severe cases showed more 
constancy of form. According to Johnstone pseudo- 
diverticula may become permanent. Hillemand stated 
that the appearances may be similar but not identical, 
but that cases occurred in which identical appearances 
were seen at different times, as demonstrated by the 
superimposition of pictures. The transient nature of the 
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appearances are well seen in Cases 1, 2 and 4, and also 
in the first examination of Case 3. This latter case later 
showed a tendency for a certain appearance to become 
persistent, as comparison of Figs. 8 and 9 will show. 
It seems that the appearances are usually transient, but 
that there is a tendency for certain appearances to become 
permanent, especially in old-standing cases. 

3. Delay in passage. Palugyay and Pesek found no 
delay in the passage of barium in their cases. Many 
authors however noticed an appreciable delay.®: *° This 
was also seen in Cases 1, 2 and 3 of the present series, 
and is considered to be mainly due to an inhibition of 
peristalsis. 

4. Effect of swallowing. Barsony, and later Teschen- 
dorf, noted that the changes only occurred during the 
‘contraction phase’. Palugyay and Pesek, Schatzki and 
others found that the abnormal contractions followed 
the act of deglutition. This feature was not seen by 
Levrier and Bouloys. In our cases there was a clear 
and unmistakable relationship to swallowing, the con- 
tractions occurring approximately 2-5 seconds after the 
act. 

5. Extent of oesophageal involvement. All authors 
seem to be agreed that the changes are confined to 
roughly the lower two-thirds of the oesophagus. This 
feature was also seen in our series. 

6. Position of patient. Sheinmel et al. stated that the 
features were more pronounced in the horizontal 
position. Samuel” stated that tertiary spasm can ‘often 
only be demonstrated with the patient lying down, the 
barium swallow in the erect position appearing quite 
normal’. With the exception of Case 4, in which a large 
sliding hiatus hernia was found, our findings do not 
support these views. In the latter case rippling was only 
seen in the supine position, the oesophagus appearing 
quite normal in the erect, but in the others the features 
were equally marked in the erect and supine positions. 

7. Relationship to achalasia. Templeton noted that 
these appearances may become apparent in achalasia. 
Johnstone pointed out that they may occur in the early 
stages of achalasia; moreover, that they are of consider- 
able diagnostic importance in cases of obstruction of the 
lower end of the oesophagus, because they tend to occur 
in achalasia and not in cases of organic obstruction, 
where primary and secondary waves of peristalsis are 
usually seen. The relationship was also noted by 
Levrier and Bouloys, by Hillemand, who described a 
case of achalasia and corkscrew, and by Chene and 
Poirier.* 

8. Relationship to gastro-oesophageal reflux. Samuel** 
discussed the possible relationship between gastro- 
oesophageal reflux, peptic oesophagitis and tertiary 
spasms. Werbeloff,*! who has made a study of reflux, 
found this phenomenon in 13 cases in a series of 200 
barium-meal investigations, but in none of these cases was 
a corkscrew oesophagus seen. Neither have we seen 
any of the manifestations of curling in cases of reflux 
not associated with hiatus hernia. Apart from Case 4, 
on the other hand, we have encountered several cases of 
large, sliding hiatus hernia associated with gastro- 
oesophageal reflux and rippling, occurring in the supine 
and Trendelenburg positions but not in the erect, when 
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the hernia was reduced. On the evidence available it 
appears improbable that there is a definite relationship 
between curling and reflux as such. In hiatus hernia 
other factors may be at play. 

9. Fluoroscopy. Fiuoroscopy is obviously of the 
greatest importance in the diagnosis of the condition, 
for the oesophagus may appear quite normal in the 
‘rest phase’. Cases may be easily missed if the effect 
of swallowing on the filled oesophagus is not determined. 
Schatzki’s method, in which the oesophagus is outlined 
with a thick barium paste and the effect of ‘dry’ swal- 
lowing is determined, is to be recommended in all cases 
of dysphagia where an obvious cause is not found. 


CLINICAL FEATURES 


Curling of the oesophagus does not necessarily give 
rise to symptoms. As stressed by Zimmer®™ and others, 
it is, in fact, symptomless in the majority of cases. It is 
sometimes seen as an incidental finding in barium-meal 
examinations, as in Case 3, and in examination of the 
heart. On the other hand there is no doubt that it is 
sometimes associated with symptoms referable to the 
oesophagus, notably dysphagia, in cases where no other 
abnormality can be demonstrated. Case | is an example. 
Ludin'’ describes a case in which swallowing became 
impossible, while in a case of Parkinsonism with curling, 
described by Penner and Druckerman, dysphagia was 
so severe that gastrostomy had to be performed. 

Pain during swallowing is sometimes complained of.?° 
Cases with pain and dysphagia have also been described.® 
In some cases there was after treatment, an amelioration 
of symptoms together with an objective improvement.*® 
It appears that the improvement was usually only 
temporary, as in Case 1. 

The condition is usually seen in old or elderly persons. 
The youngest case encountered in the literature was a 
female aged approximately 40 years, described by 
Jacobson.'' Usually the patients are in their late fifties, 
sixties or seventies. According to Penner and Drucker- 
man it is seen relatively often in Parkinsonism. 

It has been recorded as an incidental finding in cases 
of peptic ulcer, carcinoma of the stomach, cholecystitis 
and other intra-abdominal conditions. 


ETIOLOGY 


Various theories regarding the etiology have been 
evolved, the most important being: 

1. Developmental. Simon thought the primary cause 
was an incomplete development of the oesophageal 
musculature. 

2. Scarifying mediastinitis. 


Fleischner, supported by 
Schatzki, considered that a fibrous mediastinitis with 


consequent contraction of the attachments of the 
oesophagus was the causal factor. Against this is the 
fact, pointed out by Johnstone, that the oesophagus 
may appear quite normal at certain times. Moreover, 
the contractions do not always occur at the same sites 
in the early stages. 

3. Diffuse myomatosis. Recently thoracotomy was 
done by Lortat Jacob"* in 3 of Hillemand’s'® cases. In 
2 cases, which had shown constant ‘segmental spasms’ 
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over a number of years, a diffuse nodular hypertrophy 
of the circular muscle coat was found. In the third, 
which had shown rippling only, the muscle appeared 
normal. According to Lortat Jacob the muscle hyper- 
trophy is primary; according to Hillemand, secondary. 
Earlier Templeton and Moore®’ had described the post- 
mortem findings in 5 cases, which consisted of slight 
muscle thickening and fibrosis, but no other significant 
histological change. 

4. Imbalance of neuro-muscular mechanism. Barsony 
and Polgar first postulated that the condition was due 
to an imbalance of the neuro-muscular mechanism. 
Certain aspects of this theory have subsequently been 
elaborated and have found support among many 
authors. 

In considering the etiology certain anatomical factors 
have to be kept in mind. It has already been shown 
that the condition usually manifests itself in the lower 
two-thirds of the oesophagus. It is at the junction of 
the upper and middle thirds that important anatomical 
changes take place. The muscularis propria, which 
consists of outer longitudinal and inner circular fibres, 
is striped, or voluntary, in the upper third. In the middle 
third there are mixed fibres with the striped: diminishing 
as they descend. The lower third is composed of un- 
striped muscle, although at times a few striped fibres 
may extend into it.'* Secondly, the muscularis mucosae, 
which is almost absent or incompletely developed in the 
upper third, becomes prominent below. 

There is, thirdly, a change in the nerve supply. Both 
vagus and sympathetic nerves supply the oesophagus. 
Knight" found that the sympathetic supply is derived 
from 2 main sources, viz. through direct branches from 
sympathetic ganglia above the aortic arch, and through 
mesial branches of the ganglia via the peri-aortic plexus 
and the oesophageal vessels. According to Barclay’ 
vagal fibres from the nucleus ambiguus supply the 
striated muscles, while the dorsal mucleus of the vagus 
supplies the unstriped. The vagal fibres terminate in the 
myenteric plexuses in the walls. 

There is, therefore, roughly speaking, a different 
sympathetic as well as vagal supply to the upper pre- 
dominantly voluntary musculature, and the lower pre- 
dominantly involuntary. 

The contraction waves of the oesophagus were 
elucidated by Templeton and Moore.*” The primary 
wave is peristaltic in nature, induced by the voluntary 
act of swallowing, and is carried right down from the 
pharynx to the stomach. The secondary wave, also 
peristaltic, arises at about the level of the aortic arch 
and is set up by sensory stimulation of the walls, usually 
the bolus of food, and also travels to the cardia. Ter- 
tiary, or local, contractions are irregular, non-propa- 
gating contractions which occur in the unstriped muscle 
segments. They are not peristaltic in nature and are 
stationary or extend for short distances upwards or 
downwards. 

Knight, experimenting on cats, found that the response 
to electrical stimulation varied with the muscular com- 
ponents; in the lower third it consisted of increased 
tonus and motility on vagal stimulation, and inhibition 
of motility and contraction of the cardiac sphincter on 
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sympathetic stimulation. In the middle third variable 
effects were noted. The changes obtained from excision 
of external nerves confirmed these findings. Division 
of both vagi was followed by dilatation of the oesophagus 
and contraction of the sphincter. It was subsequently 
pointed out by Johnstone that Knight’s experiments have 
not all been confirmed in man in the treatment of acha- 
lasia by peri-arterial sympathectomy. Johnstone con- 
cludes that the vagus nerves have a motor action with 
inhibition of the cardia; the sympathetic nerves are 
probably not directly antagonistic, but exert a restraining 
influence. 

It has been shown that in most cases of curling there 
is an appreciable delay in passage through the oesopha- 
gus. This appears to be due to an inhibition of the pri- 
mary and secondary peristaltic waves. With this in- 
hibition of peristalsis tertiary contractions occur in the 
lower oesophagus, where the musculature is predo- 
minently involuntary and sometimes consists of mixed 
fibres. 


It is conceivable, in our view, that the appearances may 
possibly be due to one of 3 mechanisms, viz. : 

1. A contraction of voluntary fibres which are situated 
abnormally far down the oesophagus. 
this view is the fact that the abnormal contractions follow 
the voluntary act of swallowing, and it is reasoned that 
this is part and parcel of the muscular contractions 
occurring during swallowing. Contraction of voluntary 
fibres will hamper normal peristalsis and cause a delay 
in passage. The fact that curling usually occurs in the 
older age group, however, makes this mechanism un- 
likely. 

2. Lesions of the myenteric nerve plexuses, leading to a 
disturbance of the normal interplay between the longi- 
tudinal and circular musculature, with over-action of the 
latter. There is however no microscopical evidence to 
support or rule out this theory. 

3. Lesions of the central nervous system, causing 
inhibition of vagal stimulation or over-action of sympa- 
thetic stimulation, particularly via the mesial branches 
(which may account for the relative frequency with 
which curling is seen in association with other intra- 
abdominal lesions). It is possible that when swallowing 
occurs in these cases the interplay between longitudinal 
and circular musculature seen during normal peristaltic 
activity is lost, and that the circular musculature goes 
into local spasms secondary to the stimulation by the 
oesophageal contents. 


TREATMENT 


The treatment is empirical. Hillemand ef a/. noted 
temporary improvement with luminal and tincture of 
belladonna in mild cases of dysphagia. For more severe 
cases they also recommend the use of mercury bougies. 
Moersch and Camp,"* on the other hand, found doubtful 
results with dilatation. 

Penner and Druckerman noted that the alkaloids of 
U.S.P. belladonna gave temporary improvement in their 
cases associated with Parkinsonism. Sheinmel ef al. 
investigated the effect of various drugs on the condition. 
They found that the inhalation of amyl nitrite abolished 
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curling temporarily. Benzedrine sulphate orally (5 mg. 
4-hourly for 36 hours) had a more lasting effect. Similar 
results were obtained in Case |. No response was how- 
ever obtained to the inhalation of amyl nitrite in Case 3. 
Tincture of belladonna (5 m. t.d.s. for 4-14 days) and 
atropine sulphate (gr. 1 /100 subcutaneously 4-hourly for 
2-4 doses) gave subjective and objective improvement in 
some of the cases of Sheinmel et a/., but doubtful results 
in others. 


CONCLUSIONS AND SUMMARY 


The appearances rippling oesophagus, corkscrew oeso- 
phagus, multiple functional diverticula and segmental 
spasms (synonyms—ladder spasms and rosary oeso- 
phagus) are closely related and appear to be expressions 
of a single dysfunction, called curling. The non-com- 
mittal term curling is preferable at this stage to ‘tertiary 
contractions’ in view of the uncertain pathogenesis. 

The condition may give rise to symptoms, notably 
dysphagia, in a minority of cases. It can be easily 
overlooked if the effect of swallowing on the filled 
oesophagus is not observed fluoroscopically. Radiology 
is the only means of diagnosis. 

The etiology appears to be in the nature of a neuro- 
muscular dysfunction. Three possible ways in which 
this could arise, are discussed. 
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ULCERS 


A REPORT OF TWO CASES 


K. J. M.D., B.Cu. (RAND), M.R.C.P.E. 


Department of Medicine, Baragwanath Hospital, Johannesburg 


Ulceration of the small bowel most commonly follows 
gastro-enterostomy; when this and other specific causes 
such as tuberculosis, syphilis and regional enteritis are 
excluded, the condition is referred to as primary, simple, 
benign or non-specific. Primary ulceration of the small 
bowel was first described in 1805 by Matthew Baillie 
and the literature has been reviewed at intervals 
(Richardson * 1922, Morrin’ 1931, Smith ' 1935, Evert 
et al.® 1948). By 1948 only 130 cases had been reported; 
the distribution in all cases was jejunum 38°, and ileum 
62°. This paper presents 2 cases with the unusual 
combination of duodenal and jejunal primary ulcers. 


CASE REPORTS 


Case 1. D.P., an unmarried Morolong male of 42 years, was 
admitted to Baragwanath Hospital on 5 February 1952. An 
ex-soldier, he had taken up haircutting. He had served during the 
war in East Africa and the Middle East but had not been ill at that 
time. He complained of epigastric pain occurring 2 hours after 

meals, which was relieved by taking food—in fact a ‘hunger’ pain. 
This had been present for 6 months. He had also noticed frequent 
stools and swelling of his feet. His appetite was good and he denied 
taking either alcohol or tobacco. 

On examination he appeared pale but was well-nourished; 
there was slight pitting oedema of the feet and indentation of the 
tongue margins. The blood-pressure was 90/70 mm. Hg. The 
epigastrium was tender to palpation to the left of the mid-line; 
the abdominal wall was flabby. The liver edge was palpable under 
the right costal margin. Shifting dullness was present. The clinical 
diagnosis of ascites was not confirmed; an attempted abdominal 
paracentesis was unsuccessful. The stools were pale. The patient’s 
appetite was good. Bilirubin and urobilinogen were absent from 
the urine. The Eagle flocculation-test (blood) was negative. The 
haemoglobin value was 13.3 g.°% and the white-cell count 10,000 
cells per cmm. The benzidine test on the stool was negative. 

Barium-meal examination revealed marked hyperperistalsis and 
gastric irritability. The mucosa was hypertrophic. A constant 
filling defect was apparent high up on the lesser curvature in relation 
to the cardiac portion of the fundus. This presented a somewhat 
rounded appearance not entirely characteristic of an ulcer niche, 
and could also be due to the hypertrophic mucosa. 

The man was treated as for peptic ulceration with atropine and 
antacids; his condition improved and he was permitted to continue 
the treatment as an out-patient. He was re-admitted after only a 
week complaining of vomiting and persistent abdominal pain, 
which had started the previous day. He was again thought by 
several observers to have ascites. The ‘ulcer’ niche previously 
demonstrated was again observed. Bouts of diarrhoea occurred. 
The pain was gnawing and unremitting, being eased for only short 
intervals by foods, and not relieved by an intragastric milk drip. 
Later, severe pain in the back developed. 

The stool, though pale, contained stercobilin; 
parasitic Ova were not detected. 

Eighty units of free hydrochloric acid was found in the resting 
gastric juice. A haemoglobin reading was 15 g.°% and the pro- 
thrombin index 100°,. A specimen of liver obtained by needle 
biopsy revealed slight deposition only of haemosiderin. 

Laparotomy was performed on 28 April 1952 in view of the 
failure of medical treatment. 

The colon was filled with blood. A duodenal ulcer immediately 
distal to the pylorus had penetrated the wall and was eroding the 


amoebae and 


pancreas. The stomach was extremely thick in its entirety. Two 
inches distal to the duodeno-jejunal junction an ulcer had perforated 
and was lightly sealed off by the adjacent transverse mesocolon; 
it was oval, § by } inch, and disposed in the long axis of the bowel 
on the anti-mesenteric border. The edge was punched out and 
moderately indurated. The duodenum was mobilized and closed, 
leaving the floor of its ulcer attached to the pancreas. The stomach 
was amputated high up and a Hoffmeister-valve gastro-jejunostomy 
(ante-colic, retro-peristaltic) performed. The jejunal ulcer was 
closed. The stomach showed gross mamillary type of chronic 
gastritis; the microscopic report was of hypertrophy. 

The patient was subsequently re-admitted on two occasions 
(4 November 1952 and 31 January 1953). He complained of pain 
in the left hypochondrium but rapidly became pain-free on medical 
treatment. Barium studies on each occasion failed to reveal a 
stomal ulcer; the gastric juice contained 48 and 42 units of free 
hydrochloric acid respectively, after 70 ccs. of 7°%% alcohol. A 
benzidine test on the stool on the first occasion was positive, but 
negative on the second. The haemoglobin fell from 13.5g.°% to 
11.7 g.°%. On the first re-admission, the blood-protein valves 
were albumin 1.8 g.°%, globulin 3.3g¢.°, Clinically the patient’s 
general condition had not deteriorated as the falling haemoglobin 
would suggest. 


Case 2. J.D., a married Zulu male of 50 years, was admitted on 
18 May 1952. A builder’s hand, he had not worked for 3 months 
before admission because of his illness. 

He had continuous, dull, midline epigastric pain occurring after 
meals. Five minutes after a meal he would vomit sour clear fluid 
and sometimes black material described as ‘blood’. He thought 
he had lost weight although his appetite remained good; his bowels 
acted regularly and the stools appeared normal. Progressive 
swelling of his abdomen dated from a gradual onset 2 months 
previously. His diet was a good mixed one; he was accustomed to 
drink alcohol before his illness and he smoked. He became breath- 
less on exertion and slept on three pillows at night. 

On examination he was found to be a slim man with gross 
ascites. There was increased resistance to palpation in the epi- 
gastrium. The liver edge was felt 24 finger-breadths below the 
costal margin; it was regular, firm and non-tender. He was not 
jaundiced. The blood-pressure was 146/76 mm. Hg. Haemorrhoids 
were not seen. The urine examination was essentially normal. 
The ascitic fluid was straw-coloured, and had a S.G. of 1020 and 
a protein-content of 5.4 mg.° 

Liver-function tests were: Thymol turbidity 3.0 units; thymol 
flocculation doubtful; Takata positive; alkaline 
phosphatase 6.3 units (King-Armstrong). The benzidine test on 
the stool was negative. Haemoglobin 15.4 g.%, prothrombin 
index serum albumin 1.3 g.°4, globulin 5. g. %- 

Radiological examination showed free fluid in the stomach and 
a considerably prolonged pylorospasm. Ultimately barium was 
passed through this region with difficulty and on all occasions a 
very narrowed pyloric canal was demonstrated. Passage of barium 
through the stomach was slow and at 4 hours a considerable residue 
was still apparent. 

After the initial paracentesis abdominis, fluid did not re- 
accumulate. 

Laparotomy was performed on | July 1952 because of the pyloric 
stenosis. An ulcer was found in the first part of the duodenum with 
a stricture reducing the diameter of the lumen to 2 mm. A second 
ulcer was present just distal to the duodeno-jejunal junction; 
it was not exposed but the crater was palpable through the bowel 
wall. The ulcer was situated on the mesenteric border and appeared 
to have penetrated into the mesentery, which was indurated over 
an area of 14 inches. Ascitic fluid was not present. 

Partial gastrectomy was performed with end-to-side anastomosis 
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of stomach and jejunum (ante-colic, retro-peristaltic); a Hoff- 
meister valve was fashioned. The jejunal ulcer was left, unsutured, 
proximal to the anastomosis. 


SUMMARY OF CASES 


Two men in the fifth decade presented with persistent 
epigastric pain, which was unrelieved by an extensive 
trial of conservative treatment. The duration of symp- 
toms was 3 months and 6 months. They both had 
good appetites. Bouts of diarrhoea were a prominent 
feature in one. Ascites was present in one and suspected 
in the other. The ascitic fluid had the characteristics of 
an exudate; it is suggested that the fluid resulted from 
peritoneal irritation due to near-perforation of the jejunal 
ulcer. Intestinal parasites were not detected. The 
subjects differed in occupation and in the amount of 
alcohol they consumed. 


CONDENSED CASE-REPORTS FROM THE LITERATURE 


Murphy * described a 62-year-old male with a 15-year 
history of dyspepsia with belching; for 4 years he had 
pain | to 3 hours after meals, which was relieved by 
vomiting. The pre-operative diagnosis was duodenal 
ulcer. An ulcer was found on the under-surface of the 
arch of the duodenum and another ulcer in the first 
portion of the jejunum, causing slight stenosis. An 
ante-colic gastro-enterostomy, using an oblong button 
for the anastomosis, was performed; the patient 
survived. 

Bryan * wrote, ‘Professor Rotgans, while performing 
a gastro-enterostomy for a peptic ulcer of the stomach, 
discovered during the operation a peptic ulcer of the 
upper part of the jejunum’. Bryan’s own case of per- 
forated jejunal ulcer had also an atrophic, hard, bound- 
down stomach; the duodenum was ‘plastered down’, 
but there was no mention of ulceration. 

Heinatz (1928) reported a jejunal ulcer in the presence 
of a healed duodenal ulcer and an active gastric ulcer. 

Chambers * recorded the necropsy findings in a woman 
of 34 years, who had a 6-month history of pain 
immediately after meals. She was admitted with 
diarrhoea and vomiting and constant abdominal pain. 
She died after collapse due to bleeding. Blood was 
present in the peritoneal cavity and in the small bowel. 
There was an ulcer of the third part of the duodenum and 
3 scattered ulcers of the small bowel. The ulcers were 


reported to be of a chronic inflammatory nature; they 
presented in parts an appearance not unlike that of 
chronic gastric ulcer. 


DISCUSSION 


Evert et al.,° reviewing 31 cases of ulcer of the small 
bowel reported between 1931 and 1948, make the 
statement, unsupported by references, that ‘A certain 
number of high jejunal ulcers have been found in 
association with peptic ulcers, but many more have not’. 
In their own 14 cases at the Mayo Clinic the stomach 
and duodenum were unaffected. 

Referring to 10 cases of solitary ulcer of the ileum, 
Brown and Pemberton? specify that ‘studies of the 
stomach, duodenum, colon and liver are normal.’ 
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Of cases reviewed by Richardson,® the condition of the 
stomach and duodenum was unknown in 4, normal in 6, 
and the site of a lesion in 2 (those of Murphy and Bryan). 
Similarly there is no mention of gastric or duodenal 
ulceration in 25 cases of ulcer of the small intestine 
culled from the literature by Smith.'’®. In fact a careful 
search has uncovered only 4 examples of the association 
reported in this article. (The cases of Heinatz and 
Chambers are included in the review by Evert er al.® 
of 31 cases reported between 1931 and 1948.) Bockus,! 
discussing the subject under the title Primary Ulcer 
of the Mesenteric Small Intestine, makes no mention of 
associated duodenal or gastric ulcer. 

The importance of small-bowel ulceration is obvious 
when the high incidence of complications is appreciated. 
According to Evert et a/.© 81°, perforate, 15°, bleed 
and 9% develop clinically recognizable obstruction. 
They state, “The possibility of these lesions should be 
considered in the presence of unexplained intestinal 
bleeding, or of peritonitis which suggests acute visceral 
perforation, when such perforation cannot be found 
in the stomach or duodenum’. 

There remains the possibility that the lesion may heal, 
and interestingly enough primary ulcer has not been 
reported as an incidental finding at necropsy. 

Morrin * reviewed 85 cases of small-bowel ulceration, 
of which 56 died; 38 had perforated. The estimate of the 
incidence of this condition at the Mayo clinic is | per 
100,000 admissions. This estimate can be accepted as 
it is supported by Craighead’s ® figures of 7 cases per 
1,035,993 admissions over 15 years (1 per 147,999). 

The cases here recorded are remarkable not only for 
the duodenal ulceration, but also for the patient’s 
tolerance of near-perforation of the jejunal ulcers. 

The ulcer-bearing area was not excised, although this 
method is advocated by some authors. It seems reason- 
able to presume in view of the duodenal ulceration that 
the jejunal lesions were peptic ulcers. The fact that 
peptic ulceration is far less common in the Bantu than 
in the white subject, lends additional interest to these 
cases. 


SUMMARY 


Two cases are reported which exhibit the rare association, 
in the absence of previous gastro-enterostomy, of duode- 
nal and jejunal ulcers. 


I wish to express my thanks to Dr. V. H. Wilson for permission 
to publish the case records, and my indebtedness to Mr. S. Kay, 
who was responsible for the surgical treatment. 
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ELECTROPHORESIS OF PLASMA IN FACTOR V_ DEFICIENCY (OWREN) 


A. A. KINNEAR and C. S. KINGSLEY 


Department of Chemical Pathology, University of Pretoria, Pretoria 


In 1943 Quick!* demonstrated that prothrombin activity 
as measured by his one-stage technique was dependent 
on at least 2 plasma factors—a storage-labile and a 
storage-stable. He postulated the existence of a ‘pro- 
thrombin complex’, referring to the former as component 
A and the latter as component B. In his later work in 
1947"7 he referred to the labile component simply as 
‘labile factor’. In the same year Owren" independently 
discovered a new coagulation factor, a deficiency of 
which resulted in a severe haemorrhagic diathesis since 
early childhood in a female patient. He referred to it 
as the ‘fifth coagulation factor’ or factor V, and soon 
recognized that it existed in plasma in the inactive form 
and was activated during coagulation. This active form 
he called factor VI, and he proposed the names of pro- 
prothrombinase and prothrombinase respectively for the 
2 forms. In his later writings'*: ' he referred to factor V 
as pro-accelerin and factor VI as accelerin. 

Fant! and Nance’ published evidence of a plasmatic 
accelerator of prothrombin conversion. Ware, Guest 
and Seegers**, ** demonstrated the presence of a plasma 
globulin-substance which was able to accelerate greatly 
prothrombin activation, and that a minimum amount 
of the substance was necessary for complete prothrombin 
activation. The same school also recognized that it 
became activated during clotting. They named the 
precursor ‘plasma ac-globulin’ and the active form 
“serum ac-globulin’. 

It has now been acknowledged that labile factor, 
Factor V, Fantl and Nance’s accelerator factor, and 
plasma ac-globulin, refer to the same _ sub- 
stance! 5, 12, 13, 16, 20,26. Moreover it has been called 
‘plasmatic co-factor of thromboplastin’? and ‘plasma 
prothrombin conversion factor (P.P.C.F.)."*° Its mode 
of action is still the subject of some controversy, some 
claiming that in the active form it serves as an accelerator 
of prothrombin conversion," while others 
maintain that it combines stoichiometrically with pro- 
thrombin.': '*. 2° In view of this it is suggested that the 
diversity of nomenclature be discarded and that, until 
more detailed chemical information becomes available, 
Owren’s original designation—factor V for the precursor 
and factor VI for the active substance—be adopted. 
These terms are both non-committal and brief. 

Factor V has been prepared from bovine plasma in 
partly-purified form." Seegers estimated his 
product to be 50°, pure. It is a water-soluble glo- 
bulin™: *° unstable in solution, but more stable when 
dried from the frozen state. In watery solution it is 
quantitatively precipitated at pH 5.4.*° 

In decalcified bovine plasma it is stable on storage. 
In decalcified human plasma it deteriorates at a variable 
rate on storage. The rate depends partly on unknown 
factors, partly on the temperature at which it is stored™ 
and partly on the availability of oxygen." The more 
complete the decalcification the more rapid is the 


deterioration. In diluted plasma it is precipitated 
together with prothrombin at pH 5.3. It is less soluble 
in concentrated (NH,),SO, than prothrombin, being 
precipitated at 50°, saturation.*® It is only partially or 
slightly adsorbed from plasma by the usual adsorbants 
Mg(OH),", AI(OH),", and BaSO,.! 
More complete adsorption can be effected by higher 
concentration of adsorbant.’ In watery solution it is 
easily and almost completely adsorbed by these 
agents," *° but it cannot be eluted by phosphate or 
citrate buffers.?5 

It is inactivated by trypsin, phenol, ether, acetone and 
alcohol." It is rapidly destroyed at 56°C and at a pH 
below 4 and above 10.5." It has optimal activity at 
pH 5-9." 

In bovine plasma it is more mobile than alpha, beta 
or gamma globulin, having a mobility of -4.73 x 10.-5 
Ware and Seegers*® calculated that approximately 0.7 
of the total serum protein in bovines consists of factor V 
and that it was too little to show on routine electro- 
phoresis. It is well known that human plasma contains 
much less than bovine plasma. 

Congenital factor V deficiency resulting in haemorrha- 
gic diathesis was first described by Owren." It seems 
possible that the case of Rhoads and Fitz-Hugh"* also 
had at least a partial defect of factor V. Crockett 
et al* described a case which they considered to have 
been factor-V deficiency. Frank, Bilhan and Erken® 
presented a case in a male with a clear family history. 
De Vries, Matoth and Shamir® described the deficiency 
in 3 children of a family where the condition seemed to be 
associated with syndactylism and with partial pro- 
thrombin-lack in 2 members. Other cases were described 
in 1951 by Stohlman, Harrington and Moloney," and 
Brennan, Monto and Shafer.2. Brink and Kingsley* 
described 3 members of a family, as did Alexander and 
Goldstein.” Owren™ described a mild deficiency, also 
in 3 members of a family. Recently yet another case 
was reported by Redner ef a/.** Electrophoretic patterns 
were recorded in none of these cases. The present 
communication records plasma electrophoretic studies 
on the 3 cases described by Brink and Kingsley and a 
fourth case not as yet reported. 


METHODS AND RESULTS 


Plasma was obtained from blood collected into standard 
Wintrobe oxalate mixture. Total protein was determined 
by duplicate micro-Kjeldahl estimations. Plasma samples 
were appropriately diluted in sodium barbitone—sodium 
acetate—NaCl1-HCl1 buffer of Michaelis,’® containing 2 g. 
of potassium oxalate per litre (pH 8.5 and » = 0.1). 
Dialysis of diluted plasma against the same buffer was 
usually complete within 48 hours but was checked by 
conductance measurement. 

The electrophoresis runs were made at room tempera- 
ture, using the Kern LK 30 apparatus with a potential 
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gradient of approximately 6 V/cm and a current of 
3.4mA. The interferometric pattern was photographed 
in the descending limb and enlarged about 4 times on 
paper. Fringe distances were measured and the bound- 
aries of the plasma fractions were located where these 
distances had maxima. When two fringe distances were 
nearly equal, the separation point was located on the 
fringe between them. Percentage composition can then 
be obtained merely by fringe counting without plotting 
inflection points on a curve. 

Normal values using this instrument were obtained 
from the sera of 12 healthy medical students. Figure | 
shows the plasma pattern of case Mz. 


S.A. TYDSKRIF VIR 


. De Vries, A., Matoth, Y., 
. Fahey, J. 


GENEESKUNDE 


REFERENCES 


. Alexander B., Goldstein R. and Landwehr G. (1951): J. Clin. 


Invest., 30, 252. 


. Brennan, M. J., Monto R. W. and Shafer, H. C. (1952): 


Amer. J. Clin. Path., 22, 150. 


. Brink, A. J. and Kingsley, C. S. (1952): Quart. J. Med., 21, 19. 
. Crockett, C. L., Shotton, D., Craddock, C. G. and Leavell 


(1949): Blood, 4, 1298. 
and Shamir, Z. (1951): Acta 
haemat., 5, 129. 


L., Ware, A. G. and Seegers, W. H. (1948): Amer. 
J. Physiol., 154, 122. 


. Fantl, P. and Nance, M. (1946): Nature, 158, 708. 
. Frank, E., Bilhan, 


N. and Erken, H. (1950): Acta haemat., 
3, 70 


Fig. 1. Plasma case Mz. Descending boundary. Oxalate buffer. Total protein 1.15%. 


TABLE I 


ELECTROPHORETIC COMPONENTS FROM CASES OF FACTOR-V DEFICIENCY 


Proportion of Total °, 


Absolute amounts of Components g.°%, 


Total Albu- Alpha Alpha® Beta Fibrin- 
Protein’ min  Globu- Globu- Globu- —ogen 


o 


g.% lin lin lin 


Gamma Albu- Alpha‘ Alpha* Beta  Fibrin- Gamma 
Globu- min Globu- Globu- Globu- — ogen Globu- 


lin lin lin lin 


NORMAL 6.92 7.6 9.4 4.6 


7.00 ‘ 6.5 8.0 
7.36 , 6.9 10.1 
7.02 7.0 10.5 
6.52 Id 8.0 9.5 


15.0 ‘ 0.53 0.66 0.79 


14.0 .75 0.47 0.56 0.70 
15.5 ‘ 0.51 0.74 0.88 
16.0 . 0.48 0.74 0.81 
10.8 62 0.53 0.62 0.70 


RESULTS 


As can be seen from Table I the electrophoretic compo- 
nents are all within normal limits when compared with 
the figures obtained from normal medical students. 
Using the interferometric method Schaub and Alder 

(1951) reported the following normal serum figures: 

Albumin 

Alpha! globulin 

Alpha? globulin 

Beta globulin 

Gamma globulin 14. 6% 


No values for fibrinogen using this apparatus have 
been found in the available literature, but it is noteworthy 
that fibrinogen values were all within normal limits. 

Case HM was pregnant at the time blood was taken 
for analysis and this accounted for the high fibrinogen 
value. Subsequent analysis in the non-pregnant state 
showed normal fibrinogen values. 


SUMMARY 


It has been shown that factor V cannot be demonstrated 
in human plasma by routine electrophoresis.?° 

Electrophoretic analysis of plasma from 4 cases of 
factor-V deficiency showed no abnormality of the other 
protein components. 
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COMMITTEE APPOINTED TO INVESTIGATE REGISTRATION OF SPECIALISTS 


MEMORANDUM 
I. HISTORY OF THE SUBJECT IN SOUTH AFRICA 


The inaugural meeting of the South African Medical Council, 
constituted under Act 13 of 1928, was held on 22 October 1928. 
At the second meeting of the Council, held in January 1929, a 
Committee was appointed to frame rules under the provision of 
Section 94(1) of the Act providing for the acts and omissions of 
which the Council may take cognizance under Chapter IV, i.e. to 
frame ethical rules. These rules were drafted in consultation with 
the Medical Association of South Africa, and were considered at 
the third meeting of the Council held in September 1929, and, 
after certain amendments, agreed to. 

In the first ethical rules is found a recognition of the position 
as regards specialists and consultants as it existed at that time. The 
rules dealing with specialists and consultants read as follows: 

‘(1) Holding himself out as a ‘Consultant’'— 

(a) when practising as a general practitioner, or 

(6) attending patients elsewhere than in his own con- 
sulting rooms, or in a hospital or nursing home, or, if 
elsewhere, only in consultation with or at the 
request of another practitioner. 

(2) Holding himself out as a ‘Specialist’ unless he confines 
his professional work entirely to such speciality.’ (Then follows 
a list of recognized specialities.) 

This rule appears to have been the subject of some criticism. 
After further consultation with the Federal Council of the Associa- 
tion the rule was altered to read as follows: 

‘(1) Holding himself out as a specialist unless he confines 
his professional work entirely to such speciality or associated 
specialities as bracketed together in the schedule appearing 
below:” 

[Then follows the schedule; certain specialities now appeared 
as ‘bracketed’, which meant that persons could practise more 
than one speciality provided they were associated specialities, 
e.g. Bacteriology, Pathology and Serology were bracketed, the 
designation for a person practising one, two or all three being 
*Pathologist’). 

‘(2) Holding himself out as a consultant when attending 
and treating patients except in consultation with or at the 
request of other practitioners.” 

Prior to 1938, when the above rule was radically amended and 
special rules regarding the registration of specialities were promul- 
gated, the above rule was the only rule relating to the practice of 
consultants and specialists. Any registered medical practitioner 
could elect to practice any speciality or associated specialities, 
provided he did not breach the above ethical rule. 

In April 1936 Dr. Moffat, a member of the Medical Council, 
submitted a memorandum setting forth his views on the rule 
relating to consultants and specialists. As the views expressed by 
Dr. Moffat reflect the opinions of many members of the profession 
in South Africa at that time, the memorandum is appended hereto 
as Annexure A. 


PIETERMARITZBURG CONGRESS, 1936 


The matter of consultants and specialists was considered by the 
Medica! Association of South Africa at its Congress in Pieter- 
maritzburg in July 1936. At a Plenary Session of the Congress it 
was resolved: 

‘That the following resolutions tentatively passed by the 
Plenary Session be referred to the Federal Council, with the 
request to consult with the Medical Council with a view to 
finding ways and means of putting them into effect: 

1. That a person intending to become a specialist should be 
required to have been in general practice for a certain period 
of time, so that the general principles of medicine and surgery 
should be well mastered 

2. That a person intending to become a specialist shall 
have a certain period of training at a recognized institution 
or under a recognised and approved specialist in the same 
field. 

3. That a Board shall be set up to decide whether a person 
who applies for recognition as a specialist shall be so recog- 
nised. 


4. That a specialist shall be in the position of a consultant 
in that he may only see cases sent to him by a colleague. 

5. That specialists shall be registered and that it shall be 
an offence for any person to call himself a specialist unless he 
has been recognised as such and has been registered.” 

At the meeting of the Federal Council held at the termination 
of the Pietermaritzburg Congress it was resolved to write to the 
Medical Council asking for a conference on the matter. 

The resolutions passed at the Plenary Session of the Pietermaritz- 
burg Congress were considered at the meeting of the Medical 
Council held in September, 1936. The Council agreed to the recom- 
mendations 2, 3 and 5, but resolved that | and 4 be not agreed to. 
The Council further resolved that its Executive Committee be 
authorised to confer with the Federal Council of the Medical 
Association with a view to formulating a scheme to carry the 
resolutions into effect and to present such others as they may deem 
necessary. 

At the meeting of the Federal Council in December, 1936, it 
was resolved : 

‘That Federal Council accepts the proposals of the South 
African Medical Council and appoints a delegation to meet the 
Executive Committee of the S.A. Medical Council as requested 
to discuss how these resolutions agreed upon as representing 
the limit to which both parties think it expedient to go at present, 
may be put into practice. 

It was further agreed that the Executive Committee of the 
Federal Council be empowered to arrange for a deputation to meet 
the Executive of the S.A. Medical Council to discuss the proposals 
and that in appointing this deputation the Executive Committee 
shall include at least one general practitioner.” 

The matter was not referred to Branches of the Medical 
Association nor were any steps taken before or after the Federal 
Council meeting in December 1936 to obtain the opinions of its 
members by way of a plebiscite on the formula presented by the 
Medical Council’s resolutions. That there was not unanimity of 
opinion amongst medical practitioners regarding the matter is 
indicated by correspondence on the files of the Medical Council, 
and in the lay and professional press. A reasoned statement 
submitted to the Council at that time was a letter from the Medical 
Graduate Association of the University of the Witwatersrand 
dated 15 December 1936 (Annexure B). 


Jornt COMMITTEE OF MEDICAL COUNCIL 
AND FepeRAL CounciL, 1937 


A joint meeting of representatives of the Medical Council with a 
Subcommittee of the Federal Council was held in Johannesburg on 
12 January 1937. The Association was represented by Drs. Pirie 
and Levin (Federal Council members) and Drs. Brebner, Craib 
and Slade (co-opted). As this Committee laid the foundations on 
which the present system of registration of specialists is based, a 
copy of the Report of the above meeting is appended (Annexure C). 

At the meeting of the Federal Council of the Association held in 
March 1937 Dr. Pirie explained that the report of the joint meeting, 
which was presented, had not been circulated as the members of the 
Subcommittee were especially asked by the Medical Council to 
keep the report as confidential as possible. The Federal Council 
accepted the report as a guide for further negotiations and the 
Subcommittee was re-appointed to deal with the matter and to 
report to the Federal Council at its next meeting. 

The President said that the Medical Council wished to promulgate 
the new rules at an early date and without reference back to the 
Federal Council. It would be simple to amend the regulations with 
time and experience of their working. The Medical Council would 
be the ultimate responsible body. 

At the meeting of the Medical Council, which was also held in 
March 1937, the Council had before it the report of the above 
Conjoint Committee, as also memoranda by the President of the 
Council (Dr. W. T. F. Davies) and Dr. J. Harvey Pirie as convener 
of the Federal Council Subcommittee. The various items raised 
in the report were considered seriatim and amended in certain 
respects. The Medical Council resolved: 
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The need for a modern method of controlling many of the 
distressing infections of the gastro-intestinal tract is met by 
the introduction of Guanimycin. 


Guanimycin is the first South African oral preparation of 
Streptomycin combined with sulphaguanidine. 


Guanimycin is issued as a stable dry powder from which a 
smooth, palatable, homogeneous suspension may be made by 
simple mixture with water. 


Guanimycin is indicated for the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhoea, and other mixed infec- 
tions of the gastro-intestinal tract in infants, children and adults. 
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Prescriptions lor infant feeding 
SING “KARO” SYRUP 


For two generations doctors have prescribed Koro Syrup as the ideal 
Carbohydrate for modifying the milk diet of infants. Karo Syrup is 
now manufactured in South Africa. 

Karo Syrup is composed of dextrose, dextrin, malto-dextrin, maltose and 
sucrose balonced to constitute a readily assimiable form of nourishment 
for infants and growing children. 


Infants whose diet difficulties are a problem will respond readily to o ACCEPTED BY THE 
Karo-milk formula. AMERICAN MEDICAL 
Return the coupon below for free “Karo Infant Feeding Manual’ and ASSOCIATION 


convenient pod of prescription forms for Karo-Whole Evaporated and COUNCIL ON FOOD 
Acidified milk formulae. We will gladly send a sample for clinical trial 
directly to any patient on your request. 


To: “PHARMACEUTICAL DIVISION” 
CORN PRODUCTS REFINING CO. S.A. (PTY.) LTD. 
P.O. Box 1544 DURBAN 


Please forward the following . Infant Feeding Manual for Physicians. 
complimentary literature on . Prescription Pad — Whole and Evaporated Milk formula. [] 
Karo infant feeding: 3. Prescription — Acidified and Acidified Evaporated Milk 
Check items required 
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in SECONDARY ANAEMIAS 
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In microcytic anaemias — chlorotic, postoperative, 


haemorrhagic —the therapeutic aim is to increase the 
number and haemoglobin value of the erythrocytes. 

For rapid haematinic effect, ‘ Haematogen’- Hommel, produced 
by refinement of actual whole blood and comprising haemoglobin, 
albumin and iron, is a rational replacement therapy in the above- 
mentioned blood deficiency states. It is also valuable in correction 
of mal- or sub-nutrition and in convalescence. 
* SHAEMATOGEN ’- Hommel is presented in semi-fluid form, for im- 


mediate and acceptable administration to children and adults. 
FORMULA — Active constituents: Haemoglobin 17.5°, Albumin 7.5%. 
PACKING — Bottles of 8 fluid ounces. 


HOMMEL’S HAEMATOGEN & DRUG CO. 
121 NORWOOD ROAD, LONDON S.E.24 


P.O. Box 39. CAPE TOWN - P.O. Box 24. PORT ELIZABETH ~- P.O. Box 266. DURBAN, NATAL 
P.O. Box 928. JOHANNESBURG, TRANSVAAL - P.O. Box 76. EAST LONDON 


P.O. Box 1102. BULAWAYO, Southern Rhodesia - P.O. Box 379. SALISBURY, Southern Rhodesia 
Please Support Our Advertisers — Ondersteun Asseblief Ons Adverteerders 
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CARDIAC 
FAILURE FAILURE 


Cardophylin provides 4 point coverage 


Trade Mark 


in controlling the various complications of heart failure 


Benger Laboratories 
Cardophylin is presented in tablets, suppositories and 


poules for intr lar and intr administration. 
Literature available from British Chemicals and Biologicals ($.A.) (Pty). Ltd. 
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‘That the Executive Committee be instructed to deal with 
these matters and obtain legal opinion from the Government 
Law Advisers as to whether the Council had power to deal with 
these regulations.” 

The next meeting of the Federal Council of the Association was 
held in September 1937. At this meeting the President reported 
as follows: ‘The South African Medical Council has been informed 
of our approval of the scheme put forward. As yet no further action 
has been taken. The Medical Council is understood to be awaiting 
legal opinion before proceeding with the regulations contem- 
plated.” 

At the meeting of the Medical Council in October 1937 the 
proposed rules were again considered and certain of the rules were 
further amended. At this meeting the Council also had before it 
an opinion from the Government Law Advisers obtained in answer 
to a letter from the Acting Registrar of the Council in which certain 
specific points were raised. At this meeting it was also resolved 
that the matter be sent to the Executive Committee to formulate 
rules and to put the matter in form for presentation to the Minister 
and that if any material alteration is insisted upon by the Minister, 
the Executive Committee be empowered to consult with the 
Executive Committee of the Federal Council. 


REGISTRATION OF SPECIALISTS, 1938 


The draft rules were prepared by the Registrar of the Council, 
Mr. Ewald Herbert. 

It is to be noted that up to this stage the intention was to register 
specialists. 

The form suggested by the Registrar provided that a speciality 
should be entered in the register as a ‘particular’ after the practi- 
tioner’s name under the provisions of Section 15(1) of the Act, 
and that it should become an offence for a medical practitioner to 
hold himself out as a specialist, unless he has been recognised as 
such by the Council, and his speciality has been registered. The form 
suggested by the Registrar was approved by the Government Law 
Advisers and eventually adopted by the Medical Council, and 
approved by the Minister, and the rules were promulgated in the 
form in which they appear today. The material alterations to the 
existing rules brought about by the new rules, which were promul- 
gated in June, 1938, were: 

A. Rule 16 of the ethical rules was amended as follows: 

‘(1) Holding himself out as a specialist, unless he has been 
recognised as such by the Council, and his speciality has been 
registered, and he confines his practice to such speciality or asso- 
ciated specialities, bracketed together as under . 

Notes (i) The retention of the name of a practitioner’ $ speciality 
in the register shall be contingent on the practitioner confining 
his practice to his speciality. It is, however. understood that it is 
incumbent on a specialist to make such other examinations as are 
required and as he is able to make to enable him to make a diagnosis 
or to perform his work as a specialist. 

(ii) A specialist receiving a patient sent to him by another 
practitioner must behave as a consultant and send the patient back 
to such practitioner, unless specially asked by such practitioner to 
continue to treat the case. A specialist may treat any persons who 
may come direct for consultation. 

(2) Holding himself out as a consultant when attending and 
treating patients except in consultation with or at the request of 
other practitioners’. 

B. The rules made under the provisions of Section 94(2)(g) of 
the Act were amended by adding thereto certain detailed new rules, 
which were the rules under which the Council registered ‘speci- 
alities’ until the amendments of 1947 replaced them. The first of 
these new rules, number 5, is the rule under which ‘specialities’ 
are registered in the medical register. This rule, which has not 
since been amended, reads as hereunder: 

‘(S) The register of medical practitioners and dentists shall 
contain the following particulars in regard to each person 
registered : Name of practitioner in full; address, year of first 
registration; qualification, in abbreviated form, in respect of 
which first registered; additional qualifications, if any, in 
abbreviated form; name of speciality, if any, registered.’ 

C. New rules were promulgated; also under the provisions of 
Section 94(2)(g), setting out the minimum requirements for the 
registration of specialities, i.e. Rules 7 and 8. Briefly, these were: 
2 years in general practice; 1 year’s resident appointment at a 
recognised institution, 6 months of which should have been spent 
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in medical wards and 6 months in surgical wards; a post-graduate 
qualification or certificate indicating a standard of professional 
education in the speciality concerned higher than that prescribed 
for registration as a medical practitioner; and proof that the appli- 
cant has spent a specified period (generally, 2 years; | year in the 
case of anaesthetists) as assistant in a capacity acceptable to 
the Council or such other experience as is, in the opinion of the 
Council, equivalent thereto. 

D. The rules as first promulgated in June 1938 made provision 
for persons who had been practising as specialists for a specified 
period of time prior to the promulgation of the rules, and the 
specialities of a number of persons were registered under this 
provision. The relevant rule reads as hereunder: 

‘(6) A person who was practising as a specialist in accord- 
ance with the existing rules, for at least one year prior to the 
promulgation of these rules may be recognised by the Council, 
and his speciality inserted in the register of medical 
practitioners, on giving satisfactory proof to the Council that 
he was so following the practice of the speciality.’ 

There is one further amendment to these rules which concerns 
us here, i.e. the present Rule 12, previously Rule 10. The undernoted 
is an extract from the report of the Executive Committee submitted 
to the meeting of the Medical Council held in September, 1938: 

‘The Committee feels that hardship may be occasioned by the 
operation of Rule (6) which provides for registration of a speciality 
if it has been followed by the practitioner for at least one year 
prior to the promulgation of the Government Notice. It, therefore, 
recommends that Rule (6) be amended by the following addition: 

Notwithstanding anything to the contrary in the regulations 
promulgated under Government Notice No. 1044 of 24th June 
1938, it shall be lawful for the Council for a period of 18 months 
from the date of the promulgation of the said regulations to register 
any medical practitioner as a specialist on application who does 
not fully comply with the requirements of the said regulations if the 
Council after due enquiry is satisfied that such practitioner is 
competent to practise as a specialist. 

The Council considered the above recommendation at its meeting 
held in September 1938, where Dr. Pratt-Johnson moved as an 
amendment that the words ‘for a period of 18 months from the 
promulgation of the said regulation’ be deleted. The recommendation 
was agreed to. 

The new rule, which was promulgated as Rule 10 of Government 
Notice No. 1823 of 4 November 1938, reads as hereunder: 

‘Notwithstanding anything contrary in the rules promulgat- 
ed under Government Notice No. 1044 of 24 June 1938, it 
shall be lawful for the Council to register any medical practi- 
tioner as a specialist on application who does not fully comply 
with the requirements of the said rules, if the Council, after 
due enquiry, is satisfied that such practitioner is competent 
to practise as a specialist.’ 

The Committee of the Medical Council appointed to deal with 
applications for the registration of specialists held its first meeting 
on 3 August 1938, 

At the meeting of the Federal Council of the Association in 
September 1938 the President reported that he had appointed 
Drs. Black, Levin and Pijper to serve as the Council’s represent- 
atives to act with the S.A. Medical Council’s Registration Sub- 
Committee. It was also reported that a great deal of discretionary 
power had been given already to the committee, but if necessary, 
further power to deal with special cases could be given. 

At this meeting a proposal put forward by the Northern Transvaal 
Branch that a Specialist Group be established was ruled out of 
order on the grounds that a Group could only be approved if its 
constitution had been presented and notice of its formation had 
been given. The proposer of the resolution stated that his Branch 
had decided to form a specialist group ‘in order to safeguard the 
interests of specialists’. The President stated that he was not in 
favour of a specialist group as there was already an impression 
that the Federal Council had an over-representation of specialists. 

At the next meeting of the Federal Council in November 1938, 
it was noted that Dr. Pijper had resigned from the Medical Council’s 
Registration Subcommittee and a panel consisting of Dr. J. Black, 
Dr. A. Bloom, Dr. L. te Groen, Dr. J. J. Levin, Dr. I. P. Schabort 


and Dr. W. Welchman, were appointed to serve on this committee. 

During the War years which followed there were no major 
amendments to the rules regarding specialist registration and 
little discussion of the matter in the Federal Council of the Assoc- 
iation. 
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PosTt-WAR NEGOTIATIONS 


In 1945 the Medical Council considered revision of the rules 
for the registration of specialists and again consulted the Assoc- 
iation. The major changes proposed were as follows: 

1. A minimum of 5 years after qualification. 

2. A minimum of 2 years in general. practice (except in the 
case of Pathology). 

3. A minimum of 100 hours of advanced study (except in 
the case of Pathology) under academic supervision in Anatomy, 
Physiology and Pathology, and 30 hours of Psychology. 

4. Three years as the holder of a clinical appointment under 
the control of a department of a teaching hospital. The 
following credit could be obtained: 

1 year may be deducted in lieu of at least 3 years’ general 
practice or hospital experience ; 

2 years may be deducted if the practitioner has had 4 years’ 
experience in his speciality in an approved hospital. 

The draft rules were circulated to Branches and Groups, and it 
was resolved at the meeting of Federal Council in November 1945 
that the replies be forwarded to the Medical Council with the 
information that the Federal Council had not had an opportunity 
of collating them, and recommending that the Medical Council 
should take no hasty action in bringing about changes at the present 
time; and, further, that Federal Council intimate its willingness 
to continue to co-operate with the Medical Council by the formation 
of an Advisory Panel. 

At the meeting of the Federal Council in July 1946 a letter was 
considered from the Southern Transvaal Branch of the Ex-Service 
Medical Officers Group recommending—‘That Federal Council 
make representations to the S.A. Medical Council for the post- 
ponement of the promulgation of the new rules governing the 
registration of specialists for a period of 4 years, to give ex- 
service medical officers an opportunity of complying with the 
existing rules’. 

Dr. Shapiro moved an amendment, seconded by Dr. van Niekerk, 
“That the Federal Council make representation to the S.A. Medical 
Council for the postponement of the promulgation of the new rules 
governing the registration of specialists sine die.” The amendment 
was put to the vote and carried. 

At the next meeting of the Federal Council in October 1946 the 
Medical Secretary read correspondence which had taken place 
with both the Medical Council and the Minister of Health in regard 
to the Federal Council’s request for postponement sine die of the 
promulgation of the new rules. 

During the debate which followed it was proposed that the 
Minister be informed that the Council had not been concerned 
primarily with ex-service medical officers but had opposed the 
promulgation of the Rules on general principles. The matter was 
not put to the vote. 


SPECIAL COMMITTEE OF FEDERAL COUNCIL 1947 


At the meeting of the Federal Council in February 1947 a Special 
Committee was appointed to draft a memorandum on the legislation 
governing the powers of the S.A. Medical and Dental Council for 
report and discussion at the next meeting of the Council. The 
relevant section of the Report as presented by the Committee and 
as amended and approved by the Federal Council at its meeting 
in June 1947 is appended (Annexure D). 

At this meeting it was resolved that the Minister of Health and 
the S.A. Medical and Dental Council be asked not to take any 
further steps towards the promulgation of the new rules for the 
registration of specialists until the deputation from the Association 
had met the Executive Committee of the Medical Council. The 
report as amended was presented to the Medical Council by a 
deputation from the Association in August 1947. 


New Rutes 1947 


The new rules for the registration of specialists were promulgated 


on 24 December 1947, with effect as from 1 January 1948. The 
Federal Council, anticipating that the new rules would not be 
implemented until agreement had been reached with the Medical 
Council, circularized all Branches and Groups with a memorandum 
with a view to affording an opportunity to the members of the 
association ‘to review the whole question of specialist registration 
and to present its views after 10 years’ experience of the working 
of the present system’. 
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In addition to the general questions relating to the desirability 
or otherwise of statutory registration of specialists and consultants, 
views were invited on the specific question of the proposed new 
rules. The closing date for replies was given as 28 February 1948. 

At the meeting of the Federal Council held in July 1948, it was 
reported that the various suggestions put to the Council by the 
Association had been refused. It was proposed by Prof. Brock 
seconded by Dr. Cox and resolved: ‘That the matter be now 
allowed to rest’. It was further proposed by Dr. M. Shapiro, 
seconded by Dr. Pirie and resolved: “That this Association deplores 
the way in which its representations in this matter have been 
handled by the S.A. Medical and Dental Council’. 

_ At its meeting in March 1948 the Medical Council made clear 

its intention with regard to the application of the new rules so far as 

ex-service medical officers were concerned. It resolved as follows: 

‘That it was the intention of the Council that in the applica- 

tion of Rule 12 to ex-service medical officers each case should 

be judged on its merits, but that the standard demanded should 

be approximately that of the rules in force prior to | January 

1948” (i.e. basically the standard provided by rules pro- 
mulgated in 1938). 

This resolution is still in force and, in fact, a proportion of all 
registrations of specialists effected since January 1948 have been in 
accordance with the above resolution. Since January 1948 all 
applicants who did not serve in the Armed Forces in World War 
II have been required to conform with the new and more stringent 
rules promulgated in December 1947. 

To recapitulate at this point: All applicants for specialist 
registration, whatever their special qualifications, if any, were 
admitted automatically if they were in specialist practice at 24 June 
1937, or were considered under the provisions of Rule 10 if they 
commenced practice as specialists during the following 12 months; 
all specialists registered between June 1938 and 1 January 1948 were 
admitted under the provisions of the rules promulgated in June 1938 
or were exempted from the specific requirements of these rules 
under the provisions of Rule 10 (now Rule 12). 

The position in South Africa is, therefore many registered, that 
specialists in practice at the present time have not been required 
to conform with the rules promulgated in December 1947; of 
these, a proportion have not been required to conform with the 
earlier rules promulgated in June 1938. 


REFERENDUM 1949 


At the Federal Council meeting in November 1948 a new sub- 
committee was appointed by Federa! Council to draft the question- 
naire for a referendum on the registration of specialists. The 
referendum was held in September 1949. Of a total membership 
of about 4,000, only 857 replies were received. The replies were as 
follows : 

1. 84° were in favour of some form of registration of 
specialists or consultants. 

Of those in favour of some form of registration, about 
40°% were in favour of registering specialists only; 20% in 
favour of registering consultants only; and 40% in favour 
of registering both consultants and specialists. 

3. Regarding the requirements for registration, 40°% con- 
sidered the existing requirements satisfactory; 10°% considered 
they should be made more stringent; y= by 4 considered they 
should be made less stringent; 15°% considered that there 
should be no special requirements, as existed prior to 1938; 
and 10% expressed no opinion on the question. 

4. 78% considered that consultants should be required to 
conform with certain minimum requirements; 12% considered 
this unnecessary; and 10°, expressed no opinion on the 
question. 

In September 1950 the Medical Council again consulted the 
Association with regard to further contemplated revision of the 
rules. On this occasion the consultation took this form: A 
questionnaire was addressed direct by the Council to each of the 
specialist groups; there being no general practitioners’ group, 
the opinions of general practitioners were canvassed direct through 
the individual Branches of the Association. The replies were 
presented direct to the Medica! Council and were not considered 
by the Federal Council of the Association. 


Latest Ru es, 1952 


In November 1952 the latest regulations were gazetted. The 
material amendments are as follows: 
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1. Two years in general practice or in lieu thereof, ‘such 
other experience as the Council may from time to time deter- 
ogy hospital appointments, of which at least 

devoted to general medicine and/or general 


mine’, e.g. 2 
1 year must be 
surgery 

2. The rules of 1947 provided that the applicant for regis- 
tration of a speciality should hold a ‘degree, diploma or 
certificate indicating to the satisfaction of the Council a 
standard of professional education in the speciality concerned 
higher than that prescribed for registration as a medical 
practitioner’. In the new rule the tendering of a ‘certificate’ 
was eliminated; the applicant is now required ‘to hold a 
higher qualification in the form of a degree or diploma related 
to the speciality concerned, obtained after examination and 
acceptable to the Council for the purpose’. 

3. The rules of 1947 provided that at least 5 years shall 
have elapsed after obtaining a qualification entitling the 
applicant to registration as a ‘resident medical officer’ (intern). 
Under the new rules, at least 6 years shall have elapsed. 

4. The rules of 1947 detailed the experience which the appli- 
cant shall have obtained in his speciality, in the basic sciences 
and in related subjects, e.g. in the case of orthopaedics, 
1 year’s training in the department of surgery of an approved 
hospital in addition to 2 years as registrar or clinical assistant 
in the department of orthopaedics of a teaching hospital. 
Under the new rules he is required to hold a clinical appoint- 
ment under the control of the department in a teaching hospital 
for 3 years (except in the case of Pathology, which is 4 years). 
The applicant may obtain a maximum of 1 year’s credit for 
2 years specialistic training in an approved hospital or institution 
other than a teaching hospital. 

5. Credit may be given for general practice ‘depending on 
the quality and type of general practice done, provided such 
practice was done for at least 8 years’. (This does not apply 
to the speciality pathology). 

These new rules came into effect immediately upon promul- 
gation, but in order to avoid hardship to many who might be in 
the process of training and anticipating that they would be judged 
according to the requirements laid down in December 1947, the 
Council resolved that the new rules should not be obligatory 
until | January 1957. In effect, therefore, applicants for registration 
subsequent to November 1952 and before January 1957 may elect 
to be considered under the new rules of 1952, or under the pro- 
visions of Rule 12, applying the standards laid down in the rules 
of December 1947, with the exception of ex-service medical officers, 
who continue to be dealt with on the basis of the standards laid 
down prior to December 1947 (i.e. basically the standards prescribed 
in June 1938). 


LEGAL OPINIONS 


At a meeting of the Medical Council in March 1952 it was resolved: 

‘That the question of the abolition of the Specialist Register 

be referred to an ad hoc Committee for consideration and 
report’. 

The Committee recommended by 3 votes to 1 that the Specialist 
Register be not abolished. The Committee also recommended to 
Council that legal opinion be obtained regarding the possibility 
of the rules for the registration of specialities being ultra vires. 

At a meeting of the Council in September 1952 it was agreed 
that such legal opinion be obtained. The Council also resolved 
that the Specialist Committee be instructed ‘to give consideration 
at a future meeting to an alternative method of registration, and 
report thereon to the Council’. 

The Executive Committee obtained a lega! opinion from Senior 
Counsel to the effect that the regulations for the registration of 
specialities were ultra vires; the Executive Committee of the 
Council then decided to ask the present Law Advisers of the 
Government for their opinion, and this was to the effect that the 
regulations were intra vires. 

At a meeting of the Medical Council in March 1953 the following 
resolutions were dealt with: 

1. A proposal ‘that it is not, nor should it be, the function 
of the Council to register specialities or specialists’, was defeat- 
ed by 16 votes to 3 

2. A proposal ‘that the opinion of the medical profession on 
this question be obtained by way of a referendum’ was defeated 
by 12 votes to 10. 

3. The Council resolved, by 20 votes to 1, that it was desirable 
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that specialists should be registered; that the Council should 
continue to register specialities; and that, if necessary, steps 
should be taken to obtain amending legislation to place the 
Council’s powers to register specialists beyond any doubt. 


SuPREME Court INTERDICT 


On 19 June 1953 the Hon. Mr. Justice de Villiers issued an order 
on the application of Dr. Maurice Shapiro, a member of the Council, 
declaring the rules relating to specialists ultra vires—trules 9, 11, 12 
and ethical rule 13(1)—and interdicting the Council from using 
any of its funds in giving effect to the said rules. The Council 
noted an appeal against the judgment. 

Shortly thereafter, the Honourable the Minister of Health, 
Dr. K. Bremer, gave notice of a Bill to Amend the Medical, Dental 
and Pharmacy Act. The Bill, which provides, inter alia, for the 
registration of specialists by the Council, has already passed its 
first reading. 

Since the date of the Supreme Court Judgment the Specialist 
Committee, acting in accordance with Counsel’s opinion, has 
continued to meet and to deal with applications for the registration 
of specialities, it being intimated to all applicants that the validity 
of the rules is at present sub judice. 


PLesisciTe 1953 


At the request of the National Chairman of the Steering Com- 
mittee of the newly formed General Practitioners’ Group, the 
Federal Council of the Association agreed to hold a plebiscite 
on the question ‘Are you in favour of a specialist register’? Of the 
2046 replies received, 1223 were in the affirmative and 813 in the 
negative; there were 10 spoilt papers. 


FEDERAL COUNCIL COMMITTEE OF INVESTIGATION, 1953 


At the meeting of the Federal Council in October 1953 objections 
were expressed against the wording of the plebiscite and doubt 
was expressed as to what significance should be attached to the 
result. A proposal ‘that the resolution taken in 1949 in favour 
of a Register of Specialists be rescinded’ was defeated by 24 to 15. 
It was agreed that a Committee be appointed ‘to investigate and 
report on the method of registration in the various countries and 
to make recommendations thereon to the Federal Council’. The 
terms of reference provided by the Executive Committee on the 
instruction of Federal Council, are -as follows: 

(a) To collect information as to the methods of registration 
of specialists in other countries. 

(b) To collect memoranda and opinions from Branches, 
Divisions, Groups and individual members of the Association 
in South Africa on the subject. 

(c) To hold another plebiscite if considered necessary or 
desirable in view of the fact that the Medical, Dental and 
Pharmacy Amendment Bill may be introduced in Parliament 
early in 1954, and to inform the Minister of Health of the 
result. 

(d) To draw up the terms of any plebiscite and to supply 
members with such information as may be available regarding 
the pros and cons of the subject. 

(e) To request the Branches and Divisions of the Association 
to convene meetings before the plebiscite is under reply to 
allow their members an opportunity for discussion of the 
subject. 

(f) In the light of information received under paragraphs 
(a) and (5), to make recommendations to the Federal Council 
of the Association as to the desirability of agreeing to the 
method of registration of specialists at present in force or not. 
If not, to make recommendations as to the manner in which 
registration of specialists be carried out in future if it is con- 
sidered desirable that there should be such registration. 

This Committee requested the Executive Committee of Federal 
Council to communicate with the Minister of Health to inform him 
of the investigations being conducted by the Committee. This has 
been done. 


ANNEXURES 


ANNEXURE A. Copy of a letter from Dr. H. A. Moffat to the 
South African Medical and Dental Council, dated at Hermanus, 
21 April 1936. 

With regard to the Notice of Motion that I gave, ‘That the 
Council recommends that in Rule 16 under Government Notice 
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No. 33 of 15 January 1933, Conduct of which the Council 
may take Cognisance, Clause No. (1) with its Schedules be deleted,” 
I ask that the proposal be considered by the Executive Committee. 
I do this because I think it will save the time of the Council, and 
also because it is likely otherwise to come up again for discussion 
by the Council late at the meeting when it may receive the con- 
sideration of the tired. 

My reasons for bringing forward this proposal are, 

(1) The rule is useless and accomplishes nothing. It gives no 
protection to the public, in that it affords no security that the 
practitioner who styles himself as ‘Specialist’ has any warrant to 
do so; it misleads the public. It would be better to have no rule 
at all than one which enables a man to style himself a Specialist, 
and correctly affirm that according to the Medical Council he rightly 
is SO. 

(2) It is of problematical use to any member of the profession. 
For the genuine specialist who tries to live up to it it is impossible 
to keep; the specialities in the Schedules are presumably mutually 
exclusive, but they cannot be separated by defined lines; for 
example Medicine and Surgery overlap. Should a Surgeon 
decline to treat every medical complication that may arise in a 
surgical case? Gynaecology and General Surgery, cannot be 
separated. Orthopaedics are part of General Surgery, so is 
Urology. It is almost impossible for a Specialist, except in one or 
two lines to confine himself ‘entirely’ to his speciality. Item 
No. (7) in the Report of the Executive Committee at the March 
Meeting of the Council, in reply to the question re an orthopaedic 
surgeon doing his own X-ray work, shows how impossible it is to 
abide by the Rule. 

It does not help the General Practitioner; indeed some men 
doing general practice who hold specialist appointments and are 
regarded by the profession and the public as men qualified as 
specialists are handicapped, as Dr. Pearson pointed out in his 
letter to the Council; in my opinion the reply of the Council to 
Dr. Pearson evaded the real difficulty and showed the undesirability 
of the Rule. 

(3) It seems to me doubtful if the Council has any right to make 
such a Rule. By registration I am permitted to do all the acts 
pertaining to the calling of a medical practitioner. Has the Council 


any right to say that I may perform only one per cent of these 
acts because I call myself a Specialist? 

It should be unnecessary for me to say that I consider it desirable 
that a Specialist should stick to his job as far as possible, but it is 
an ethical matter, not one for legislation by this Council. 

It seems to me that this Regulation is an instance of an attempt 


on our part unduly to define offences; this is apparent through 
our rules as to conduct of which the Council may take cognisance ; 
it would be better to follow the example of the General Medical 
Council and lay down a few general principles, and leave to the 
Medical Association the drawing up of Ethical Codes. 

There is only one way by which the Council can protect the public 
in the practice of specialities—to make Regulations for the licensing 
of Specialists; that at present is impracticable, however desirable 
it may be. 

ANNEXURE B. Copy of a letter from the Medical Graduates 
Association to the South African Medical Council, dated at Johannes- 
burg, 15 December 1936. 

The Medical Graduates Association of the University of the 
Witwatersrand wishes to endorse the suggestions of the Federal 
Council of the Medical Association of South Africa (B.M.A.) re 
Specialists (as reported in the S.A.M.J. on 28 November 1936). 

The matter being at present under consideration by your Council 
this Association would respectfully draw attention to the following 
arguments: 

Items 2, 3 and 5, of the suggestions would to a great extent 
protect the Public from the activities of the improperly qualified 
Specialist. 

We realise the difficulties involved in bringing items 1 and 4 
into effect, so far as existing Specialists are concerned. 

Should it be found impossible to incorporate item | into the rules 
for existing Specialists, we are of opinion that it should neverthe- 
less be an essential requirement in the case of future Specialists. 

With regard to item 4 we are of opinion that its exclusion would 
frustrate certain essential requirements in the interests of the 
profession itself for the following reasons: 

(1) By creating a privileged class in the profession without 
sufficient safeguard against abuse of the privilege in respect of 
General Practitioners. The element of unfair competition at 
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present complained of as existing between Specialist and General 
Practitioner would persist, since the Specialist could continue to 
keep ‘open shop’ at his consulting rooms and to do work which 
could be as efficiently performed by the General Practitioner. 

(2) In view of the pending legislation on National Health 
Insurance we are of the opinion that it would be inadvisable to 
define a Specialist otherwise than as a Consultant. 

Most General Practitioners in the ordinary course of their 
practice undertake and perform efficiently work which falls under 
the definition of one or other speciality. 

The definition of a Specialist in terms of items 2, 3 and 5 only 
might therefore prejudice the interests of such General Practitioners 
under a National Health Insurance Scheme. 

Already it would appear that the interests of General Practitioners 
and Specialists are at variance. As evidence of this we would 
draw attention to: 

(a) The suggestion of the Branch Council of Scheme | as opposed 
to Scheme 2 as a basis for estimating the capitation fee under the 
National Health Insurance Scheme at a Special Meeting of the 
Southern Transvaal Branch on 30 April 1936 (recorded on page 
374, S.A.M.J. of 23 May 1936). 

(b) The suggestion of the Federal Council to the Government 
Commission that the remuneration of Specialists shall be on the 
basis of services rendered, and that a pool be established for this 
purpose on the basis of an amount equal to 25% of the total 
value of the capitation amounts (page 563, S.A.M.J. 8 August 
1936). 

(c) As further evidence of this conflict of interests, we would 
draw attention also to the differentiation in fees under Schedule F 
of the Regulations under the Workmen’s Compensation Act of 
1934. 

In the light of the above considerations this Association is of the 
opinion that unless item 4 can be included in the Rules, the whole 
matter of the strict definition of a ‘Specialist’ should meanwhile 
be left in abeyance, and only the definition of a ‘Consultant’ be 
proceeded with. 


ANNEXURE C. Report of Joint Committee of S.A. Medical 
Council and Federal Council of Medical Association of S.A. on 
Position of Specialists. 


The special sub-committee, consisting of Dr. W. T. F. Davies 
(Chairman), Dr. A. W. Sanders and Dr. A. H. Watt, reports that 
it conferred with a subcommittee of the Federal Council consisting 
of Dr. J. Harvey Pirie, Professor I. W. Brebner, Professor W. H. 
Craib, Mr. J. J. Levin and Dr. G. F. Slade, at a meeting held at 
Johannesburg on 12 January 1937. 

The following resolutions which were passed at the Medical 
Congress, Pietermaritzburg, and forwarded to the Medical Council 
for consideration were considered: 

(1) That a person intending to become a specialist should be 
required to have been in general practice for a certain period of 
time, so that the general principles of medicine and surgery should 
be well mastered. 

(2) That a person intending to become a specialist shall have a 
certain period of training at a recognized institution or under a 
recognised and approved specialist in the same field. 

(3) That a Board shall be set up to decide whether a person who 
applies for recognition as a specialist shall be so recognized. 

(4) That a specialist shall be in the position of a consultant in 
that he may only see cases sent to him by a colleague. 

(5) That specialists shall be registered and that it shall be an 
offence for any person to call himself a specialist unless he has 
been recognized as such and has been registered. 

Resolutions 2, 3 and 5 had been approved of by the Medical 
Council in principle, and it was agreed to accept these resolutions 
as a basis for discussion, and that the list of specialities appearing 
in the Council’s rules dealing with specialists be discussed. 

The Committees of the Medical Council and of the Federal 
Council have agreed to recommend as follows: 

(1) That specialists must be registered. 

(2) That the basic requirements antecedent to a specialist being 
registered be: 

(a) That he must have graduated, i.e. qualified. 

(b) That he must subsequently have had at least two years’ 
general practice or have held one year’s resident appointment 
(ie. as a qualified man) in the surgical and medical wards at a 
recognized institution. (At !east six months must have been spent 
in the medical wards and at least six months in the surgical wards). 
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(3) That the specific requirements for the specialities of surgery 
and medicine be: 

Two years as assistant in a capacity acceptable to the Advisory 
Board, referred to hereunder, in a department of surgery or medicine 
respectively at an institution. 

And/or has had such other practical experience as in the opinion 
of the Advisory Board equivalent to the above. 

And/or the possession of such higher qualification as in the 
opinion of the Advisory Board indicates adequate training. 

(4) That the specific requirements for the specialities of ophthal- 
mology; ear, nose and throat; dermatology; venereal diseases; 
neurology; psychiatry; pediatrics; obstetrics; gynaecology; ortho- 
paedics; urology; pathology; bacteriology; and serology; be as 
follows: 

Two years in a department or hospital devoted to the speciality 
under the supervision of the specialist in charge (it being understood 
that this period may be covered by work done in different hospitals). 
During this time he shall have had one year’s practical work as a 
clinical assistant in a capacity acceptable to the Advisory Board. 

And/or has had such other practical experience as is, in the 
opinion of the Board equivalent thereto. 

Holders of diplomas in special subjects whose training was not 
less than the above to be accepted as having satisfied these con- 
ditions. 

(5) That the specific requirements for the speciality of Radiology 
be two years in a department or hospital devoted to the speciality 
under the supervision of the specialist in charge. (It being under- 
stood that this period may be covered by work done in different 
hospitals.) During this time he shall have had one year’s practical 
— as a Clinical assistant in a capacity acceptable to the Advisory 

ard. 

Of these two years the Radiologist shall be required to devote 
three months to the study of Pathology and Morbid Anatomy as 
relating to his speciality. 

And/or has had such other practical experience as is in the opinion 
of the Board equivalent thereto. 

(6) That the specialities of Anaesthetics and Physiotherapy be 
considered \ater. 

(7) That in the opinion of the Committees the speciality of 
Cardiology should not be recognised as a separate speciality. 

(8) That applicants qualifying after the date of promulgation 
of these regulations who apply for registration as specialists, 
including the specialities of surgery and medicine, be required 
to hold a degree, diploma or certificate, indicating a standard of 
professional education not lower than that prescribed above. 

(9) That the supreme authority for the recognition of specialists 
must be the South African Medical Council. 

(10) That an Advisory Board be set up to deal with applications 
for registration as specialists. 

(11) The constitution of this Board to be decided at a later date. 

(12) That any person who wishes to become registered as a 
specialist must apply to the Medical Council, who will refer the 
application to the Advisory Board. The Advisory Board will make 
a recommendation on the application to the Council. 

(13) That a register of specialists be established, either under 
Section 32 of Act 13 of 1928, or that the existing Medical Register 
be amplified in such a way that a registered medical practitioner 
may be described therein as a specialist. This can probably be 
done under Section 15 of the Act. 

(14) That rule (3) of the Council’s rules published under Govern- 
ment Notice No. 33 of 1932 as amended, be further amended by 
adding after the words ‘his speciality’ the words ‘if it has been 
registered by the Council’. 

(15) That rule 16 of the aforementioned rules be amended to 
provide that a specialist may not hold himself out as such unless 
he has been recognised by the Council and has been registered. 

(16) That a suitable rule be framed in terms of which a specialist 
must confine himself to his speciality. 

(17) That a rule be framed to the effect that if a patient is sent to a 
specialist by a general practitioner, the former must behave as a 
consultant, and send the patient back to the general practitioner, 
unless specially asked to continue to treat the case. A specialist 
may treat any case that comes to him, and it is not necessary that a 
case should be referred to a specialist by a general practitioner. 

(18) That although the Committee considers it advisable that 
these rules should apply to existing specialists, it feels that existing 
rights must be preserved, and that those persons who are at present 
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practising as specialists, and have complied with the Council’s 
rules, will have to be registered as such. 

It further recommends that until such time as these recommend- 
ations have been formally approved of, they should remain con- 
fidential. 


SPECIALIST REGISTRATION 


ANNEXURE D. Extract from the Report of Committee of 
Federal Council on the Legislation Governing the Powers of the 
S.A. Medical and Dental Council and other matters affecting the 
relationship between the Council and the Medical Profession 
(considered by Federal Council June 1947) 

Members of Committee: J. H. Harvey Pirie (Chairman), B. G. 
Melle, T. Lindsay Sandes, A. G. Sweetapple (vice J. Drummond), 
H. S. Roseman, R. Geerling, C. C. P. Anning, and Maurice 
Shapiro (Secretary). 

The Committee has had no opportunity of examining the revised 
rules for specialist registration which are, we understand, at present 
in the hands of the Minister awaiting his approval. It may, how- 
ever, be recalled that the Federal Council at its meeting in Bloem- 
fontein in July, 1946, resolved to recommend to the Council 
that the implementation of the new rules be postponed sine die. 

Several questions have arisen which, in our opinion, indicate 
that it would be desirable at this stage for the Council and the 
profession to review the principles which underlie the present 
method of specialist registration: 

(a) The necessity under any proposed schedule of fees for a 
differentiation on the basis of the skill and experience of the 
practitioner. The fact that a practitioner restricts himself exclusive- 
ly to the practise of a particular speciality is considered to be an 
important consideration in this connection. 

(b) The validity or otherwise of such rules of the Council as 
empower it: (i) to establish a separate register for specialists (as 
distinct from the registration of additional qualifications); 

(ii) To determine whether a practitioner possesses the necessary 
qualifications ‘indicating to the satisfaction of the Council a 
standard of professional education in the speciality higher than that 
prescribed for registration as a medical practitioner’, and 

(iii) to charge a special registration fee for the insertion of the 
name of the practitioner in such a special register. 

(c) The wide discretion accorded to the Council in terms of the 
following regulation: (10) Notwithstanding anything to the con- 
trary in the rules promulgated under Government Notice No. 1044 
of 24 June 1938, it shall be lawful for the Council to register any 
medical practitioner as a specialist on application who does not 
fully comply with the requirements of the said-rules, if the Council, 
after due enquiry, is satisfied that such practitioner is competent 
to practice as a specialist.’ 

Opinions have been freely expressed that this discretion has been 
and is being exercised by the Council in an arbitrary manner, 
without reference to any group or body of experts (e.g. specialist 
groups within the Association), and that discrimination is being 
exercised in favour of ex-service medical officers. 

(d) The progressive restrictions which have been and are being 
imposed by the Council and which are making it increasingly 
difficult for practitioners —especially general practitioners of many 
years standing—to qualify for registration as specialists. 

(e) The privileged position to which a practitioner is automatically 
elevated by virtue of such special registration in respect of the fees 
which he may legitimately charge for his services, and the con- 
sequent increased cost of his services to the public. 

(f) The disproportionate increase of specialists in relation to the 
numbers of general practitioners. 

(g) The lowering of the general standard of qualifications among 
general practitioners. The tendency has recently developed for 
practitioners to seek post-graduate qualifications primarily, if not 
solely, as a means of entry to the specialist register. 

(h) The provisions whereby a specialist may see a patient at his 
rooms without being referred by a general practitioner is under- 
mining the stability of medical practice generally, reducing the 
status of the general practitioner, and bringing the two groups of 
practitioners into direct competition in certain fields of medical 
practice which, it is contended. fall within the scope and com- 
petence of the general practitioner. The majority of patients who 
seek the services of specialists independently have been or are 
being treated by general practitioners. Many specialists do not 
recognize that they have any responsibilities to the general 
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practitioners in such cases; they seldom enquire whether the 
patient is under the care of a general practitioner, or refuse to see 
the patient without the prior consent of the general practitioner, 
nor do they invariably refer the patient back to his general practi- 
tioner for report and further treatment. In some cases. entire 
families are treated by a variety of specialists without a general 
practitioner ever having been associated with them except for such 
minor complaints as may temporarily incapacitate its members in 
their homes. 

(i) In so far as the public generally interprets statutory registra- 
tion as official recognition by a competent body that the person so 
registered possesses a standard of education and competence in 
accordance with the provisions of the rules for the time being in 
force, the specialist register, as it is at present constituted, does not 
properly reflect the true position. The requirements governing 

cialist registration have been changed twice during the past 
ght years. 

Prior to 1939, registration as a specialist implied merely that the 
practitioner restricted himself to the practice of his speciality in 
accordance with the ethical rules. New rules specifying minimum 
academic requirements were introduced for the first time on 
24 December 1939, but the Council was empowered and did, in 
fact, admit all persons to the new register who were practising as 
specialists in accordance with the existing rules for a year prior 
to the promulgation of the new rules. It is assumed that similar 
provision has now been made in respect of registration under the 
revised rules which are now before the Minister. 

(j) Most other countries in the world have no statutory provisions 
for specialist registration, specialist and consultant practice being 
satisfactorily regulated by empirical methods practised voluntarily 
by the members of the profession with the aid and guidance of 
colleges and societies of international repute. A special Committee 
of the British Medical Association ‘to review the working of the 
Medical Acts with special reference to the composition, functions, 
and procedure of the General Medical Council’ has recently 
reported that ‘it is undesirable and unnecessary to establish statutory 
lists of consultants and specialists’ (See B.M.J., April 1947, Supple- 
ment p. 87). 


PROFESSION AND PUBLIC 


In the opinion of the Committee, the present trend in the eco- 
nomics of medical practice is neither in the best interest of the 
public nor of the profession. With the increasing application of 
scientific knowledge and the elaboration of new and expensive 
technical procedures, the costs of medical care are rising progress- 
ively. The demands for free hospitalization, state medical services, 
municipal clinics, school medical services, benefit and medical 
aid societies, etc., represent attempts on the part of the public 
generally, and of organised groups of its members, to obtain 
efficient medical services, particularly specialist services, at a price 
which they can afford to pay. 

In many cases, however, the development of numerous indepen- 
dent specialistic agencies, institutional and private, is leading to an 
inco-ordination of effort attributable in large measure to the 
deposition of the family doctor from his traditional place as 
physician, guide and friend of the patient. 

How necessary specialist services are in modern medical practice, 
only the members of the profession can fully appreciate. The 
public is frankly ignorant in these matters and rightly looks to the 
Council for guidance. Concern has repeatedly been expressed in 
professional circles, including the Council itself, over the growing 
disproportion of specialists in relation to general practitioners. 
In our view, the underlying reason for this state of affairs is to be 
found in the fact that the demand for specialist services under 
present conditions, rests largely in the hands of those who are 
least able to decide wisely in the matter. 

The layman cannot be expected to assess what does or does 
not fall within the competence of a general practitioner, the nature 
or gravity of his illness, or the specialized techniques of diagnosis 
or treatment which may be appropriate in his particular case. 
The necessity for, and the choice of a specialist—where the patient 
attempts this independently—are determined not by logical and 
scientific considerations, but by fear and suspicions, based on self- 
diagnosis and the advices of well-meaning but equally ignorant 
friends and relations. The term ‘specialist’ to the layman is 
synonymous with ‘expert’ and it follows naturally that he will 
attempt to seek out, by the shortest possible route, what appear 
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to him to be the best services which he can afford to purchase. 

As the ethical rules governing the conduct of a specialist permit 
direct access to him by the patient it appears to us inevitable that 
the Council should have been led to the laying down of certain 
minimum standards for the specialist, so as to serve as a guide 
and protection to the patient. To the extent that no regulation 
can guide the patient in his choice of a specialist or other medical 
attendant, the regulations do not assist him; in so far as no 


formula can determine such indefinable qualities as skill and 
ability, the prescribed standards are of necessity arbitrary, and may 
fail in their essential purpose; and in so far as increasing restrictions 
may be designed to limit the number of specialists in relation to 
- real needs of the public, they have been manifestly unsuccess- 


It is significant that wherever medical services have been evolved 
on an organised basis by groups of persons—e.g. sick benefit 
and medical aid societies, health insurance funds. etc.—specific 
provision has usually been made in the rules of the society that the 
specialist shall be available to the patient only through his general 
practitioner. Since these societies are generally financed by the 
members themselves on a voluntary and co-operative basis for the 
purpose of making available to themselves the best medical services 
which they can afford to purchase, it is apparent that the rule has 
not been inserted with any desire to limit or restrict the rights 
of the members to any of the facilities which the society provides 
but to ensure the most efficient and economical use of its medical 
resources. That being so, it follows that the uninsured section of 
the community could expect to derive similar benefits from such a 
system. 

The Committee is of opinion that so long as the specialist 
continues to enjoy the right to attend patients otherwise than at 
the request of another practitioner, it is essentially sound in 
principle that in seeking statutory recognition he should be required 
to conform with certain minimum academic or other standards. 
Institutions comparable to the Royal Colleges in Great Britain 
have not yet been established in South Africa, and, in their absence, 
it is desirable and necessary that the Council, in collaboration with 
such expert groups or bodies as do exist, should exercise control 
in this matter. 

There is at present no register of consultants and few specialists 
restrict themselves voluntarily to consultant practice. Should such 
a register be established it would, in our opinion, be entirely 
unnecessary for the Council to lay down any statutory requirements 
other than appropriate ethical rules, since the skill and ability of the 
consultant are continuously subject to critical assessment by his 
colleagues. 


REGULATION OF NUMBERS 


Such a system would, in our opinion, provide for automatic 
regulation of the numbers of consultants in accordance with the 
needs of the public and of the profession; it would eliminate 
the rivalry which must inevitably develop between general practi- 
tioners and specialists through competition in the same sphere of 
competence; it would restore the general practitioner to his rightful 
place in the pattern of modern medical practice and the specialist 
would be able to reserve himself for those cases which fall outside 
the skill and competence of the general practitioner and which his 
specialized training has equipped him to perform with confidence 
and ability; lastly, it would probably reduce the costs of efficient 
medical care to the public. In our opinion, such a reorientation 
is necessary and inevitable. 

We realise that the sudden abolition of the right of the specialist 
to attend patients at his consulting rooms, otherwise than at the 
request of another practitioner, might cause hardship to some who 
have already been admitted to the specialist register. If, as we 
anticipate, a sufficient number of specialists in the various specialities 
will voluntarily accept the discipline which registration as a con- 
sultant imposes, it may not be necessary to interfere with any of 
the privileges of the registered specialist, since the position may, 
to some considerable extent, be expected to rectify itself in time, 
particularly if the ethical rules regarding supersession are strictly 
observed. 

The Committee recommends: 

(1) That the Act be amended to empower the Council to establish 
special registers (other than for the purpose of registering additional 
qualifications) if, in fact, this power does not already exist. 

(2) That the Council institute a register of consultants in addition 
to a register of specialists. 
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(3) That the rules governing the ethical conduct of consultants 
be determined in consultation with the Medical Association. 

We recommend that, in the interests of patients and practitioners, 
the following additions be made to the rules governing Conduct 
of which the Council may take cognisance: 

(a) has refused to consult with a registered practitioner nominated 
by the patient or by the person in charge of the patient, provided 
that the said practitioner is in practice in the same area. 

(b) Has refused to refer the patient for treatment and/or in- 
vestigation and advice to any registered consultant nominated by 
the patient or the person in charge of the patient. 

(4) That registered consultants should be entitled to remuneration 
on a higher scale than other registered practitioners. 

(5) That the Council should exercise its powers of discretion 
in terms of Sec. (10) of the regulation quoted above, only in the 
most exceptional circumstances. 

(6) That the new rules for specialist registration be not implement- 
ed until the position has been entirely reviewed by the Association 
and by the Council in terms of the foregoing recommendations. 


EXTRACT FROM MINUTES OF FEDERAL COUNCIL— 
JUNE 1947 


Specialist Register: It was proposed by Dr. van Dyk, seconded 
by Mr. Sweetapple, that sub-section (4) of this section be deleted. 

An amendment was proposed by Dr. Shapiro, seconded by Dr. 
van Niekerk, that only the latter portion of sub-section (A) be 
deleted. 

On being put to the vote, the amendment was Jost. 

Dr. van Dyk’s resolution was then put to the vote and was 
carried. 

Dr. Shapiro requested that the names of those voting against 
the resolution should be recorded. They are as follows: 

Drs. Greenberg, Braun, Collins, Broomberg, Green, Bell, Tarlie, 
Van Niekerk, Shapiro. 

The section as amended was then approved. 

New Ethical Rules: It was proposed by Dr. Tarlie, seconded by 
Dr. Vercueil, that sub-sections 3(a@) and (5) be deleted. 

On being put to the vote, the motion was /ost. 

Dr. Shapiro suggested that in 3 (a) the words ‘has refused to 
consult’ should be altered to read ‘That a practitioner in charge of 
a case has refused unreasonably to consult’, and that in 3 (4) the 
words ‘has refused to refer’ read ‘has refused unreasonably to refer’. 

The section as amended was then approved. 


Il. POINTS WHICH HAVE BEEN ADVANCED IN FAVOUR 
OF A SPECIALIST REGISTER 


1. With the great advancement in medical science during the 
last 30-40 years, specialism has become essential and inevitable. 

It is necessary that the public and the members of the profession 
should know that any member of the profession who holds himself 
Out as a specialist or consultant has had a definite minimum training 
to justify such a claim. For such a purpose some form of registration 
is essential. 

2. A register of specialists has been kept in some countries for 
years, and in South Africa for 15 years; it is felt by many that its 
abolition now would lead to chaos, as so many agreements involving 
Governmental, Provincial and Municipal Departments, Medical 
Aid and Benefit Societies, etc., have been entered into on the basis 
of a specialist register. Also, there could be exploitation of patients 
by medical men not properly trained as specialists if the control 
of the specialist register and the rules governing it were removed. 

3. The public is jealous of its rights and would not wish to be 
restricted in the direct access of patient to the specialist. 

The profession has always insisted on free choice of doctor by 
the patient, and it is difficult to see how the profession can now 
insist that such a rule must not apply as far as specialists are 
concerned. 


Ill. POINTS WHICH HAVE BEEN ADVANCED IN FAVOUR 
OF STATUTORY REGISTRATION 


1. Through the Medical, Dental and Pharmacy Act, one of the 
duties of the South African Medical and Dental Council is to see 
that undergraduate medical education is kept up to a proper 
standard. This is for the benefit of the public. 

The public is as interested in upholding a high standard of post- 
graduate education and specialization as is the profession, and it is 
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argued, therefore, that there is, at any rate at present, no better 
body than the South African Medical and Dental Council to lay 
down standards for specialization. 

2. The fact that this body is also entrusted with upholding the 
ethical standards of the profession is an additional point in favour 
of the registration of specialists being in its hands. A non-statutory 
body would not have the power to impose penalties for infringe- 
ments of the rules relating to specialist registration and practice. 

3. The fact that only a few countries have a statutory register 
—= not mean that this is not the best course to follow in South 
Africa. 

4. Many in favour of the South African Medical and Dental 
Council carrying on with the specialist register—i.e. of upholding 
the status quo—are of the opinion that it is better to carry on as at 
present unless, or until, some other method which would appear to 
be more satisfactory is brought forward. 

5. It is doubtful whether any non-statutory body would 
undertake the arduous duties of keeping a register of any kind. 


IV. POINTS WHICH HAVE BEEN ADVANCED AGAINST 
STATUTORY REGISTRATION OF SPECIALISTS 


Statutory registration of specialists results in the laying down 
of tu and regulations for specialists. The conditions under which 
these can be fulfilled are outside the control of the registering body. 
This results in the control of specialists being in the hands of outside 
bodies, such as the Provincial Administration and the Universities. 

2. Conformity with the rules does not enable the registering body 
to give any guarantee of competence. Great competence in any 
field of medicine may be acquired by methods other than these laid 
oo in the rules. Competence so acquired may not receive recogni- 
tio 

3. * Although a practitioner might have many years’ experience 
in general practice and have done a good deal of post-graduate 
work, the present rules make it difficult for him to get on the 
specialist register, because he has to do a certain amount of full- 
time hospital work. 

Facilities for doing specialized work are limited and thus those 
who remain in line of succession at their medical school are likely 
to get whatever posts for full-time work are available. Therefore, 
individuals in general practice who wish to specialize will have great 
difficulty in getting the full-time posts which are necessary to enable 
them to get on the specialist register. 

The general practitioner who wishes to specialize must obtain 
an appointment in a teaching hospital, whereas there are many 
other hospitals where he could obtain good training and experience. 

For economic reasons the general practitioner frequently finds 
it impossible to accept a full-time appointment. 

4. As a result of statutory registration of the specialist, ability 
and knowledge are attributed to him by the public allegedly far in 
excess of that of a general practitioner, and no cognizance is taken 
of the fact that many general practitioners have higher qualifications 
and/or long experience. 

. The mere fact that a specialist is entitled to charge a higher 
fee encourages the public to believe they are getting a better service. 

6. The effect of the existence of the specialist register is that many 
medical students wish to become specialists for the sake of the 
greater prestige, higher fees and easier hours. 

7. Legislation in this country has divided the profession into 
specialists and general practitioners, with different privileges and 
restrictions laid down by rule. 

8. General practitioners have been ousted from appointments at 
all teaching hospitals, and are being progressively ousted from 
senior appointments in other Provincial hospitals. 

9. Post-graduate education is tending to become exclusively 
concerned with the training of specialists, and thus the wider field 
of post-graduate education for general practitioners wishing to 
improve their knowledge is being neglected. 


Vv. POINTS WHICH HAVE BEEN ADVANCED IN FAVOUR 
OF A CONSULTANT REGISTER WITHOUT A REGISTER OF 
SPECIALISTS 


1. The fee structure for specialists can be justified on the basis of 
their practising as consultants. There is a very large differentiation 
between the consultation fee for a general practitioner and a 
consultant, because: 


(a) The consultant’s cases must be limited in number, 
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(6) They are selected, difficult cases, 
(c) There must be a consultation with or a report to the practi- 
tioner referring the case, in addition to the services to the patient. 

2. The interests of the consultant and the general practitioner 
do not conflict; they are complementary. 

3. Medical Benefit Societies employ specialists as consultants. 

4. In Medical Aid Societies, specialists may be consulted only 
as consultants at the request of the general practitioner. The 
ys approves of this arrangement, and the Societies agree 

cause it provides an adequate service more cheaply. 

5. By tradition, domiciliary visiting by specialists has been 
overwhelmingly in a consultant capacity. It is, therefore, para- 
doxical that the specialist should insist on the right to see patients 
at his rooms who have not been referred to him by his colleagues. 

6. The creation of a register of specialists who are not consultants 
must result, in some cases, in a conflict of interest between the 
specialist and the general parctitioner. Fear of, or suspicion of, 
unfair competition must arise. Within the range of his speciality 
the specialist who does not act as a consultant may be in direct 
competition with the general practitioner, with the added advantage 
of a title of ‘Specialist’ conferred upon him by the Medical Council. 
Some specialities, like that of specialist physician, cover the major 
portion of the general practitioner’s work. 

In obstetrics, in the cities, the competition between the general 
practitioner and the specialist is causing a revolution in practice. 
The general practitioner who calls in a specialist as a consultant is 
likely to feel that he is simply advertising his competitor. 

7. A register of consultants raises no problem for the general 
practitioner. It raises no real problem for the public, for in contract 
practice specialist services are available in consultant form, and 
this is not inferior practice. 

8. Under the system of consultants, the ratio of specialists to 
general practitioners will be automatically regulated by the real 
need for consultant advice and treatment, and the public will not 
be deprived of those specialized services which modern medical 
practice demands. 

9. If there was a consultant register only, the general practitioner 
would not be tempted to undertake work which was beyond his 
competence in order to maintain his status in the eyes of his patient 
vis-a-vis the specialist. This would result in more harmonious 
relations between the general practitioner and the specialist, and 
more work would probably be referred to consultants than at 
present. 


VI. POINTS WHICH HAVE BEEN ADVANCED AGAINST 
A REGISTER OF CONSULTANTS WITHOUT A REGISTER 
OF SPECIALISTS 


1. The consultant is dependent upon his medical colleagues for 
—_. and until he is known it will be difficult for him to make a 
iving. 

Further, unless he has a hospital post, and these are limited, 
he cannot get known. 

2. Many in the profession would not support the consultant 
asked for by the patient, and there would be diversion of work. 

3. Many specialists who aspire to consultant status in due course, 
will not attain this if restricted to consultant practice. 

‘ 4. The public would object to being denied a free choice of 
octor. 


Vil. METHOD ADOPTED IN OTHER COUNTRIES 


A. Extracted from Report I ‘Post-Graduate Medical Education 
and Specialist Training’ published by the Council of the World 
Medical Association 1950 


A questionnaire covering the many aspects of post-graduate medical 
education and specialist training was sent by the World Medical 
Association to the various national medical associations comprising 
its membership. 

Thirty-four national medical associations returned answers to 
these questionnaires. They are as follows: 


Africa (South) Cuba 

Australia Denmark 

Austria Dominican Republic 
Belgium Eire 

Canada Ecuador 

China Finland 

Colombia France 
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Great Britain Norway 
Greece Pakistan 
Guatemala Peru 
Iceland Philippines 
India Portugal 
Italy Spain 

Israel Sweden 
Luxembourg Switzerland 
Netherlands Turkey 

New Zealand United States 


Under the headings ‘Standards’ and ‘Certificates or Diplomas’. 
the report reads as follows: 


STANDARDS 


‘It would seem from the answers received from the national medical 
associations that in 16 countries, South Africa, Canada, China, 
Denmark, Finland, France, Greece, Iceland, Italy, Luxembourg, 
Netherlands, Norway, Portugal, Sweden, Switzerland, and Turkey, 
there are specific standards which a physician must meet before 
announcing himself as a specialist. Twelve associations, Colombia, 
Cuba, Dominican Republic, Eire, India, Israel, New Zealand, 
Pakistan, Philippines, Peru, Spain and the United States, report 
there are no specific standards, although the United States reports 
a growing trend among both the physicians and the public to 
accept as specialists only those physicians certified by one of the 
16 American Boards in the medical specialties, and the Philippine 
Association is planning to establish specific standards. The Austra- 
lian Association reports no specific standards in 5 States, and 
specific standards in one, Queensland. The Belgian Association 
states that while officially there are no standards for specialists 
unofficially there are such standards. In Great Britain no specific 
standards, as such, exist, but a physician’s status as a specialist 
or consultant is dependent not only upon his qualifications, but 
also upon the recognition of his ability by his colleagues. 

‘The specific standards for specialists are established by the 
Government in Denmark, Greece, Iceland and Turkey. In South 
Africa the standards are established through the combined efforts 
of the Medical Association, the Universities and the Government. 
In 13 countries, Belgium, Canada, China, Finland, France, Italy, 
Luxembourg, Netherlands, Norway, Portugal, Sweden, Switzer- 
land, and the United States, the specific standards are established 
by the Medical Association or the faculties of medicine of the 
universities. In Australia the standards in one State, Queensland, 
are established by the Government. Colombia is planning to 
establish standards through the joint co-operation of the Medical 
Association and the State Department of Hygiene. In Isreal, 
unqualified physicians are forbidden by the Government to use the 
term ‘Specialist’ on signs, and the Medical Association has appoint- 
ed a committee to draft specific standards. 

‘Four national associations, Austria, Ecuador, Guatemala and 
India did not answer this part of the questionnaire.’ 


CERTIFICATES OR DIPLOMAS 


‘A certificate or diploma is granted to a specialist in 19 coun- 
tries, South Africa, Australia (in Queensland), Belgium, Canada, 
China, Denmark, Finland, Greece, Iceland, India, Italy, Luxem- 
bourg, Netherlands, Norway, Portugal, Switzerland, Spain, 
Turkey and the United States. However, in 4 of these countries, 
Belgium, China, India and the United States, it is not required 
before the specialist may practise the specialty. 

‘In 7 of these countries, Canada, Finland, Netherlands, Norway, 
Portugal, Switzerland and the United States, these certificates or 
diplomas are awarded by the Medical Association, or one of its 
special boards; the Government issues them in South Africa, 
Australia (Queensland), Denmark, Greece, Iceland and Turkey; 
the university or medical school in Belgium, China, France, India 
and Italy. Spain did not indicate the body granting the certificate 
or diploma, and in Luxembourg it is awarded by the Ministry of 
Health on the recommendation of the medical college. 

‘In France, there are 11 or 12 new certificates, i.e. cardiology, 
gastroenterology, etc., granted by the faculty of medicine. The 
Philippine Association has a pian which includes certificates to 
be awarded by a special board of the association’. 


From the above it would seem that out of 34 countries detailed 
above, 15 of them maintain some form of specialist register and that 
in 4 of these countries (See B. below) it would appear to be 
directly or indirectly under the control of the Government. 
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B. Information obtained from the Medical Association of certain 


A 
No 


Yes 


Countries 


In view of the particulars set out above, enquiries have been made 
of the Medical Associations of 14 countries (January 1954). 
questions asked were: 

(a) Whether you have a register of specialists. 

(6) If so, whether the register is controlled by Government 


The 


Controlled by Government Statute and 
kept by the Department of Health under 
the Home Office. 


Not controlled by Government Statute, 
but by a special board appointed by the 
Finnish Medical Association. 


Controlled by Government Statute. 


Controlled by Government Statute. 


Not controlled by Government Statute, 
but by the Royal Netherlands Medical 
Association. 


Not controlled by Government Statute, 
but by the Council of the Norwegian 
Medical Association on the recommenda- 
tion of a board for each speciality. 


Controlled by Government Statute under 
the Medical Practitioners’ Act. 
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(c) Whether, in order to practise as a specialist, it is merely 


Replies have been received from 10 countries, viz. Canada, 


Denmark, Finland, Iceland, Luxembourg, Netherlands, Norway, 
Queensland (Australia), Switzerland and Spain. 
been received from 4 countries, viz. Greece, Italy, Portugal and 
Turkey. 


No replies have 


The replies received are summarized in the following table: 


Cc 


The General Secretary of the Canadian Medical Association 
writes: *... The only list af Specialists which we have in Canada 
is that provided by the Royal College of Physicians and Surgeons 
of Canada of their Fellows. The list, of course, is not controlled 
by the Government, but is entirely under the jurisdiction of the 
Royal College itself. In order to practise as a specialist, one would 
think it was almost imperative in Canada that a man do post- 
graduate work and receive either his Fellowship or certification 
from the Royal College, without which it would be difficult for 
him to secure a hospital appointment or any other post which is 
ordinarily filled by a specialist. Of course, there are always excep- 
tions to rules of this character, and no doubt there are a number of 
men doing specialist work in Canada who are not Fellows of the 
College or certified by it. _ But, looking to the future, one would 
think such a hallmark would be necessary for a specialist...’ 


After obligatory intern year must do clinical work according to 
regulations for each speciality. About 5-7 years and usually 
34-4 years in the speciality. No examinations are required. 


_Must do 3 years’ post-graduate clinical work to obtain his 
diploma (reduced in certain cases to 2 years). 


Must obtain a licence signed by the Minister of Health, which is 
issued only to those who have done specialized clinical work at a 
recognized hospital. The time varies with different specialities, but 
the minimum is 2 years following | year’s compulsory internship 
and 6 months with a district physician. Theoretical teaching is 
not required. 


Information incomplete. 


Must do post graduate clinical work for ‘a number of years’ in 
a hospital approved by the Association in agreement with the 
scientific association of the speciality in question. 


It is necessary to obtain adequate post-graduate clinical training, 
particularly in the field of the speciality. 


Must obtain a special diploma and have had at least 5 years’ 


Switzerland 


Spain 


Not controlled by Government Statute, 
but by the Federation of Swiss Physicians. 


Any practitioner may practise without restriction and may 
confine himself to a determined branch of medicine. The Federa- 
tion’s regulations do not restrain the activity of doctors, but 
establish conditions they must fulfil in order to be allowed to 
announce themselves as specialists. The regulations prescribe a 
period of post-graduate study of 4-6 years according to the 
speciality. 


The Councillor of the General Council of Medical Colleges, 
Spain, writes (translation): *...In the respective Colleges of 
Medicine the graduates are free to inscribe themselves as practi- 
tioners or as specialists, indicating each one the speciality that they 
go in for, without the description as practitioner or specialist 
imposing any particular conditions of professional practice. 
However, opinion is becoming more and more strong in favour of 
it in order to show that the specialist is suitably accredited in 
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Cc 


post-graduate studies and experience in the materia medica of each 
speciality...° Specialist diplomas are obtainable which are 
useful in receiving specialist posts in the hospitals. 


This Memorandum is published in accordance with the terms of reference of the Committee. 


February 1954 


(signed) L. I. Braun (Chairman) 
J. Black 
D. de Bruijn 
M. Shapiro 
J. H. Struthers 
J. J. van Niekerk 
L. O. Vercueil 
W. Waks 
T. Schneider (Convener) 


PASSING EVENTS : IN DIE VERBYGAAN 


S.A. Mepiese Konores, 21-26 Junre 1954, Port ELIZABETH 


Die aandag van lede word daarop gevestig dat, indien hulle van 
plan is om die Suid-Afrikaanse Mediese Kongres by te woon wat 
van 21 tot 26 Junie 1954 te Port Elizabeth gehou sal word, hulle 
die intensiekaartjies, wat Onlangs aan hulle gestuur was, so gou 
moontlik moet voltooi en aan die Organiserende Sekretaris, Suid- 
Afrikaanse Mediese Kongres 1954, Posbus 1137, Port Elizabeth, 
terugstuur. 


CONSUMPTION OF MEAT 


The WHO, in announcing a ‘seminar’ on Meat Hygiene for health 
administrators, veterinarians and food inspectors to be held in 
Copenhagen, Denmark, on 22-27 February 1954, quotes the amount 
of meat (carcass weight) consumed in a year (1952/53) per head of 
population in different countries as follows: 
in kilograms 

United States of America (1951/52) 76 
Canada (1951/52) 66 
France 
Denmark 
Eire 
Sweden 
United Kingdom 
Switzerland (1951/52) 
Belgium and Luxembourg 
Austria 
Germany (Federal Republic) 
Norway 
Netherlands 
Finland 
Yugoslavia 
Italy 
Turkey (1951/52) 
Greece 

The general trend in recent years has been one of increasing con- 
sumption of meat. 


in pounds 


BOOK REVIEWS 


MENSLIKE FISIOLOGIE 


Deur 

. E. Brink, D.Sc. (Stell). (Bl. 593 + xi, met illustrasies.) 
Stellenbosch, K.P.: Die Universiteits Uitgewers en Boekhande- 
laars Bpk. 1952. 


oy Fisiologie, Deel I (Tweede Hersiene Uitgawe). 


Inhoudsopgawe: Afdeling A. Bloed en Limf. 1. Bloedfunksies, Bloedsamestelling 
en Bloedvolume. 2. Die Rooibloedliggaampies of Eritrosiete. 3. Die Withloed- 
liggaampies of Leukosiete; Die Retikulo-Endoteliale sisteem; Bloedplaatijies of 
Trombosiete. 4. Bloedstuling: Bloedtransfusie en Bloedgroepe. 5. Die Milt, 
Limf en Weefselvloeistof. Afdeling B. Die Bloedsomloop. 6. Algemene Kenmerke 


REFRESHER COURSE IN ANAESTHESIA 


The University of Cape Town is arranging a refresher course in 
anaesthesia on 12-15 April 1954. The course is designed to meet the 
needs of the general practitioner, and will consist of lectures and 
demonstrations. The provision of the course will depend on the 
number of participants, and practitioners who are interested in 
attending the whole or part of the course should apply for details 
rhe — University of Cape Town, Private Bag, Ronde- 
ch 


UNION DEPARTMENT OF HEALTH BULLETIN 


Report for the 7 days ended Thursday 18 February 1954: 
Plague: Nil. 


Smallpox. Transvaal: No further cases have been reported 
from the Lichtenburg district since the notification of 21 January 
1954. This area is now regarded as free from infection. 


Typhus Fever. Cape Province: One (1) Coloured case in the 
Walmer municipal area, Diagnosis confirmed by laboratory tests. 
No further cases have been reported from the Qumbu district since 
the notification of 21 January 1954. This area is now regarded as 
free from infection. 


Natal. No further cases have been reported from the Inanda 
district since the notification of 21 January 1954. This area is now 
regarded as free from infection. 

Epidemic diseases in other countries: 


Plague: Nil. 


Cholera in Chalna, Dacca (Pakistan); Calcutta, Cuddalore, 
Madras, Nagapattinam, Tiruchirappalli (India). 


Smallpox in Karachi (Pakistan); Bombay, Calcutta, Cochin, 
Delhi, Jodhpur, Kanpur, Kozhikode, Madras. Nagapattinam 
(India); Phnom-Penh (Cambodia). 


Typhus Fever in Baghdad (Iraq). 


BOEKRESENSIES 


van die Omloop. 7. Die Hart. 8. Die Kardiale Siklus. 
geluide en Hartsnelheid. 10. Die Kardiale Omset. 11 
Bloedvate. 12. Die Beheer van die Omloop deur die Bloedvate. Afdeling C. Die 
Asemhaling. 13. Die Meganisme van die Unweadige Asemhaling. 14. Die 
Uitruiling van Asemhalingsgasse in die Longe Die Vervoer van Suurstof 
deur die Bloed; Weefseloksidasie; Anoksie. 16. Die Vervoer van Koolsuurgas 
deur die Bloed en die Regulering van die Bloedreaksie. 17. Die Beheer van die 
Asemhaling; Respiratoriese Afwykinge. Afdeling D. Spysvertering. 18. Inleiding; 
Die Mondholte en Spoegkliere. 19. Vertering in die Maag. 20. Vertering in die 
Dunderm; Die Lewer. 21. Bewegings van die Spysverteringskanaal. A/fdeling E. 
Metabolisme, Voeding en Liggaamstemperatuur. 22. Algemene Metabolisme. 
23. Intermediére Metabolisme; die Metabolisme van die Proteiene. 24. Kool- 
hidraat-Metabolisme. 25. Vet-Metabolisme. 26. Die Dieet. 27. Die Vitamiene. 
28. Liggaamstemperatuur. A/fdeling F. Die Uitskeiding van Urine. 29. Nier- 


9. Hartbewegings, Hart- 
. Die Omloop deur die 
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funksie en Nierstruktuur; Die Sekresie, Volume en gran | van Urine. 

Nierondoeltreffendheid en Niersiektes; Blaasvulling en Blaaslediging. 
Afdeling G. Die Senuweesisteem. 31. Algemene Senuweefisiologie. 32. Algemene 
Spierfisiologie. 33. Die Refieksboog en Reflekswerking. 34. Die Rugmurg. 
5. Die Harsingstam, Die Harsingsenuwees, Houding en Ewewig. 36. Die 
Serebellum, die Corpus Striatum, die Talamus en die Hipotalamus. 37. Die 
Serebrale Korteks, Gekondisioneerde Reflekse en Slaap. 38. Die Outonomiese 
Senuweestelsel. Woordregister. 


Die hersiene uitgawe van ,Menslike Fisiologie’ Deel I, het reeds 
meer as ’n jaar gelede verskyn, dog het tot nog toe nie die publisiteit 
geniet wat dit wel verdien nie. 

Die volgende sisteme word behandel: Bloed en Limf; Bloeds- 
omloop; Asemhaling; Spysvertering; Metabolisme; Voeding en 
Liggaamstemperatuur ; Urinére- en Senuweesisteem. Hierdie werk 
is feitlik *"n samevatting van die basiese feite en idees soos gevind 
in ,Applied Physiology’ (Samson Wright) en ,Physiological Basis 
of Medical Practice’ (Best and Taylor). 

Die outeur bepaal hom grotendeels by die erkende feite en 
basiese begrippe in die Fisiologie en vermy meestal omvattende 
besprekings van die nuwere idees in verband met sekere onder- 
werpe in die Fisiologie, bv. Bloedstolling (p. 35), rol van die milt 
in verband met hemopoiese (p. 52), die verband tussen Foliensuur 
en Foliensuur-antagoniste (p. 372), ens. Maar dan, hierdie boek is 
in die eerste instansie geskryf as handleiding vir voorgraadse 
mediese- en tandheelkundige studente en na die beskeie mening 
van die resensent, slaag die outeur stellig uitstekend in hierdie doel. 

Die outeur verdien alle lof met die vele verbeteringe wat hy in 
die hersiene uitgawe aangebring het. In hierdie verband moet 
spesiaal genoem word die hoofstukke wat gaan oor metabolisme, 
voeding en die senuweesisteem. In Suid-Afrika met sy groot 
Nie-blanke bevolking is *n deeglike kennis van die fisiologiese 
beginsels van metabolisme en voeding ‘n dringende behoefte. 

Nog ’n welkome verbetering op die vorige uitgawe is die meer 
algemene toepassing van die Akademiese spelreéls. Die resultaat 
is dan ook groter uniformiteit in spelwyse. Ongelukkige uit- 
sonderinge is woorde soos dyspnoea i.p.v. dispnee (p. 419). 

Studente is dikwels geneig om ’n vak as vak te bestudeer sonder 
om die plek daarvan in die groot raamwerk van hulle kursus raak 
te sien. Om hierdie rede is resensent bly vir die herhaalde verwysinge 
na die gevolge van afwykinge in die normale fisiologiese prosesse. 
In ’n opvolgende uitgawe kan die outeur gerus nog meer van hierdie 
toegepaste Fisiologie byvoeg. 

Geen outeur moet verwag dat sy benadering van ’n onderwerp 
deur almal aanvaar sal word nie. Juis om hierdie rede word nuwe 
handboeke voortdurend geskryf. Dit mag dus ’n kwessie van 
smaak wees, maar ’n mens sou graag ’n bietjie meer gegewens wou 
hé omtrent onderwerpe soos die Rhesus (Rh) faktor (p. 47), 
Diurese en osmoreseptore (p. 410), Nierfunksie-toetse (p. 417) ens. 
Ook is die woord ,hartversaking’ ’n beter woord as ,hartinstorting’ 
(p. 117) en suiwering of opruiming meer beskrywend as ‘ont- 
bloting’ (p. 406). 

Oor die algemeen is die tekeninge en illustrasies goed en met 
smaak gekies, maar mens sou graag meer hiervan wou sien. Terwille 
van die estetiese sin en duidelikheid kan die drukskrif by ’n klein 
aantal tekeninge gerus verbeter word (figure: 35, 41, 47, 53, 54, 
ens.). Die boek self is netjies gedruk en die stof is planmatig 
ingedeel. 

Gesien uit die standpunt van die voorgraadse student wat 
sy opleiding deur medium van Afrikaans ontvang, is hierdie uitgawe 
*n groot aanwins en ’n besliste stap vooruit. Nie alleen kan die 
student Fisiologie as vak in sy eie taal lees nie, maar daarbenewens 
is al die basiese feite saamgevat in ’n baie duidelike en maklik 
leesbare vorm. Ons wil dan ook met vrymoedigehid hierdie werk 
baie sterk aanbeveel by genoemde studente en sien uit na die 
verskyning van die hersiene uitgawe van ,Menslike Fisiologie’ 
Deel II; om praktiese redes sou ’n mens graag sien dat die twee 
dele in een boek saamgevat en uitgegee word. 

B.J.M. 


ULCERATIVE COLITIS: SURGICAL TREATMENT 


Ulcerative Colitis and its Surgical Treatment. By Bryan N. 
Brooke, M. Chir., F.R.C.S. (Pp. 147 + ix with 89 figures. 
37s. 6d.) Edinburgh: E. and S. Livingstone Limited, 1953. 


Contents: 1. Diseases Customarily Diagnosed as Ulcerative Colitis. 2. Patho- 
logical X-Ray and Sigmoidoscopic Appearances and the Nature of Ulcerative 
Colitis. 3. Complications of Ulcerative Colitis. 4. A Review of Surgical Procedures 
and the lIleostomy Bag. 5. Pre-Operative Management and Indications for 
Operation. 6. Ileostomy. 7. The Management of an Ileostomy and Its Complica- 
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tions. 8. Removal of the Large Bowel and Complications Arising Therefrom. 
9. Results Including Mortality, Rehabilitation, Nutrition and Pregnancy. Index. 


Ulcerative colitis is a mysterious disease—so mysterious that 
some writers have held that it is psycho-somatic in origin. We 
have no clear knowledge as yet of its cause and up to comparatively 
recently its treatment has been disappointingly difficult. In the 
last few years however from being a ‘medical disease it is becoming 
recognized that surgery can offer more to the patient. 

There are few more distressing conditions than chronic diarrhoea. 
It is as crippling as many well-recognized disabling diseases and it 
effectively removes the sufferer from the daily contact with other 
human beings and the activities of social life which keep most 
people sanguine and cheerful. In fact it is as likely that the psycho- 
logical changes which have made some observers regard ulcerative 
colitis as a sequel may well be the effect and not the cause. 

Mr. Bryan Brooke has written a number of articles in the past 
few years outlining the experience in Birmingham of a group led 
by Professor T. L. Hardy in the management of ulcerative colitis. 
This experience has now culminated in the firmly-held belief that 
ileostomy with procto-colectomy will allow patients to lead a 
reasonably normal life and save them from a life-long invalidism. 

For a short time it was thought that ileostomy by itself would 
suffice but nowadays it is considered that the colon and rectum are 
hopelessly destroyed in the case which comes to the surgeon. 
Because of this and the very real danger of malignant changes in 
the diseased colon the removal of colon and rectum must form part 
of the treatment. 

Those who have had occasion to treat cases in this manner know 
well the innumerable problems which face surgeon and patient. 
The handling of an ileostomy opening, the management of the 
Koenig-Rutzen bags or their variations, the control of electrolyte 
balance and a host of other minutiae are all difficult, and unless 
one has the opportunity of treating many cases it is imperative that 
one should be able to turn for help to those who have. 

Mr. Brooke has written a book which fulfils this purpose amply. 
He sets out in a most practical manner to deal with the condition 
in a detailed and comprehensive manner. His theoretical approach 
is interesting even if it cannot be fully accepted by all. 

There is no doubt at all that this is a major contribution to the 
subject. The book is handsomely illustrated, well printed and 
should be in every surgeon’s library. an 


X-RAY DIAGNOSIS OF THE HEART 


Roentgen Diagnosis of the Heart and Great Vessels. By Erich 

Zdansky, M.D. Translated by Linn J. Boyd, M.D., F.A.C.P. 
(Pp. 500 + ix with 334 figures. $15.50). New York: Grune 
and Stratton, Inc., 1953. 


Contents: Foreword. I. General Technic of Examination. 1. Fluoroscopy, Ortho- 
diagraphy and Teleroentgenography. 2. Plastic Reconstruction of the Heart 
by Means of X-Rays. 3. Roentgenkymography of the Heart and Great Vessels. 
4. Angiocardiography. JJ. The Normal Heart. 5. The Roentgenogram of the 
Normal Heart. 6. Pulsations of the Cardiovascular Shadow. 7. The Dynamics 
of the Heart in the Roentgen Image. 8. The Size and Shape of the Heart in the 
Newborn or Very Young Child. 9. Roentgenologic Measurements of the Heart. 
10. Correlative Determinations of Cardiac Size. 11. The Heart and Position of 
the Body. 12. Influence of Diaphragmatic Level on the Position, Shape and Size 
of the Heart. 13. The Heart and Respiration. 14. Is Any Tonus-Function of the 
Heart Roentgenologically Demonstrable? 15. The Heart and Physical Exertion. 
16. Roentgenologic Tests of Cardiac Function. 17. The Influence of the Introduc- 
tion and Loss of Fluids on Cardiac Size. 18. The Effect of Arteriovenous Shunts 
on the Heart, Exclusive of Persistent Ductus Arteriosus. ///. Atrophy, Hypertrophy 
and Dilatation of Single Sections of the Heart. 19. Hypertrophy and Dilatation of 
the Right Ventricle. 20. Hypertrophy and Dilatation of the Left Ventricle. 
21. The Right Atrium. 22. The Left Atrium. /V. The Pathologic Heart. 23. The 
Acquired Valvular Lesions. 24. Hypertension. 25. The Myocardial Injuries. 
26. Coronary Sclerosis. 27. Coronary Occlusion. 28. Cardiac Aneurysm. 29. Cor 
Pulmonale. 30. Tumors of the Heart. 31. Alterations of the Cardiovascular 
Shadow from Pleural and Pulmonary Processes. 32. The ‘“Gastrocardiac Complex’. 
33. The Heart in Thoracic Deformities. 34, The Heart and Trauma. 35. Calcifica- 
tion of the Valves and the Cardiac Skeleton. 36. Congenital Malformations of 
the Heart. V. Diseases of the Pericardium. VI. The Lesser Circuit in Cardiovascular 
Diseases. 37. The Lungs in Diseases of the Circulation. VI/. The Aorta and Its 
Pathologic Alterations. 38. The Normal Thoracic Aorta. 39. Measurement of 
the Aorta. 40. The Density of the Aortic Shadow. 41. Aortic Pulsations. 
42. Dynamic Dilatation of the Aorta. 43. The Hypoplastic Aorta (Aorta Angusta). 
44. Diffuse Dilatation of the Thoracic Aorta. 45. Elongation of the Thoracic 
Aorta. 46. Sclerosis of the Aorta and its Main Branches. 47. Syphilitic Aortitis. 
48. Aortic Aneurysm. 49. The Congenital Anomali of the Aorta. VIII. The 
Pulmonary Artery and its Pathologic Alterations. 50. Dilatation of the Pulmonary 
Artery. 51. Persistent Ductus Arteriosus Botalli. IX. Lobus Venae Azygos (Wris- 
bergi). Bibliography. Index. 


One can readily discern that this book has been translated from 
the German. It follows the traditional thoroughness and detailed 


a 


228 


descriptiveness of the germanic style. The American edition has 
further been supplemented with the newer techniques of angio- 
cardiography and aortography. These special techniques and their 
interpretations are, however, not particularly well described or 
very complete. 


A description is given of the usual technical procedures with 
regard to the radiological examination of the heart. This is followed 
by a study of the normal heart, a study which attempts to correlate 
the anatomy with the radiological appearances in various positions. 
At the same time the variations in radiological anatomy are describ- 
ed in relation to the normal physiological influences, such as changes 
in posture, respiration and exercise. 


The reader is often left with the impression that the author has 
completely digressed from his field and is wandering around too 
much in vaguely related problems, such as discussions on whether 
cardiac enlargements in athletes are physiological or not. This 
makes the book unwieldly and difficult to read, and reduces its 
value as a text-book or reference book. 


An entire chapter is devoted to the description of atrophy, 
hypertrophy and dilatation of single sections of the heart. This is 
followed by a systematic description of the radiological findings 
in particular disease-states of the heart. It is disturbing to find that 
the arrangement of the subject matter permits that single etiological 
types of heart disease are found in different chapters, e.g. congenital 
heart disease is not found in one chapter alone. This, too, detracts 
somewhat from the value of the 


This book is full of detailed knowledge. Notwithstanding the 
fact that its readability might be better, it will probably serve well 
as a reference book on the shelves of radiologists, internists and 
cardiologists. 


S.F.O. 
ANTIBIOTICS 


Antibiotics. By Robertson Pratt, Ph. D. and Jean Dufrency, 
Sci. (Pp. 398 + xv with 87 illustrations. Second Edition. 60s.). 
London: J. B. Lippincott Company, 1953. 


Contents: Part I. Fundamental Aspects. 1. Antibiosis and Antibiotic Spectra. 
2. Biologic Significance of Fields of Diffusion. 3. Antibiotics and Chemotherapy. 
Part Il. Industrial Aspects. 4. Industrial Production of Antibiotics. 5. Screening 


CORRESPONDENCE 
TRAINING FOR GENERAL PRACTICE 


To the Editor: 1 would like to express my keen appreciation of two 
items in the issue of the Journal of 13 February 1954. 

The first of these is the article by my old friend, Dr. J. D. Joubert, 
entitled The General Practitioner and the Specialist and if any of 
our members should have missed reading this article I would 
strongly recommend them to look it up. Dr. Joubert is in the 
strongest position possible to have written such an article, in that 
for many years before taking up his present speciality in Cape Town, 
he practised as one of the most efficient of general practitioners. 

The other item is the letter from Dr. L. O. Vercueil headed 
Training in General Practice. 1 do most heartily agree with every- 
thing this writer has said, particularly as regards the qualities of 
the average general practitioner in this country. I was myself born, 
educated and trained overseas but I have now been in this country 
for 27 years and I have the highest regard for the skill and ability of 
the general practitioners I have met in our country towns. 

The purpose of Dr. Vercueil’s letter was to encourage the idea of 
training for general practice, and while I am wholeheartedly in 
agreement with the suggestion that, if possible, a student in his 
final year should spend a short period with a general practitioner, 
I would like to suggest something else which might prove equally 
or even more helpful. 

I am the superintendent of a fairly large, modern, well-built and 
well-equipped mission hospital in the Transkei; and although, in 
common with most other mission hospitals, we are ‘on the list’ 
of hospitals ready to take interns, we have not been able for the 
past 2 years to find an intern. I understand from conversations with 
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and Gornatnn, Aatitotes. Part III, Applied Aspects. 6. Penicillin. 7. Bacitracin, 
Subtilin and Tyrothricin. 8. Streptomycin. 9. Viomycin, Neomycin and Polymyxin 
10. Chloromycetin, Auremycin and Terramycin. 11. Erythromycin and Carbo- 
mycin. 12. Mixed Antibiotic Therapy. 13. Antibiotics in Dental Practice and 
Oral Surgery. 14. Antibiotics in Agriculture. Part ]V. Modification of Biologic 
and Social Systems. 15. Emergence of Resistant Strains of Micro-Organisms. 
16. Mechanisms of Antibiotic Action. 17. Some Social and Economic Aspects 
of Antibiotics. Appendices. Index. 


The authors state that the purpose of their book is ‘to present in 
a succinct, integrated plan the facts and principles of fundamental 
and permanent value relating to antibiotics’. This object is 
admirably achieved. The book is not written solely for the practising 
doctor: there are chapters on the use of antibiotics in agriculture, 
animal husbandry and plant pathology. 


Interesting as the section on the commercial production of 
antibiotics may be, medical practitioners would have preferred an 
expansion of other sections, especially that on mixed antibiotic 
therapy in lieu of it, if their relative merits had to be weighed in 
competition for space in the book. Perhaps this criticism is not 
altogether just in view of the fact that the authors aver that their 
main objective is ‘principles and fundamentals’. 


Principles are stated clearly enough, ogether with the experi- 
mental work which demonstrates them. But, justly or unjustly, 
the clinician will feel that he had expected a little more assistance 
in detail for practical use here and there. The use of antibiotics 
in tuberculosis, for instance, is too briefly dealt with. 

It is worthy of emphasis that the effect of an antibiotic is not 
commensurate with the magnitude of the dose. As the authors put 
it, the doctrine of ‘if a little penicillin is good more will be better’ 
is not always true; there is an optimum concentration, and they 
emphasize the general rule (to which there are notable exceptions) 
that when a so-called broad-spectrum antibiotic is used toget her 
with a narrow-spectrum one they are usually antagonistic and not 
additive in their action. 


There is a useful chapter devoted to the all-important subject of 
the emergence of resistant strains. This is not only important for 
the individual but it also concerns the community. Medical men 
have not sufficiently realized the serious import of this effect. 


PF. 
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those in charge of other mission hospitals that they have also had 
great difficulty in finding interns. 

Now the point I wish to make is this: If a man has decided that 
he is going to specialize, then by all means let him seek his first 
internship in one of the bigger teaching hospitals as a stepping-stone 
to his future career as a specialist. But if a man has decided that he 
is going in for general practice, then I would urge most strongly that 
an internship spent in a hospital such as ours will be of greater 
value to him than the necessarily restricted and departmentalized 
experience obtainable as a houseman in any of the separate depart- 
ments of a large teaching hospital. 

In a hospital such as ours, for example, he would have the 
opportunity of gaining all-round experience in medicine, surgery, 
obstetrics, gynaecology, and the taking and interpreting of X-ray 
=: as well as in out-patient work; in other words, the very 

d of thing that is wanted to fit a man for general practice. 

Now all mission hospitals perhaps are not of an equally high 
standard as regards equipment etc. but most of them have attained 
a higher standard than is popularly thought, and many of them have 
reached an exceedingly high standard indeed. I therefore commend 
this idea to future finalists who intend taking up general practice. 


R. L. Paterson 
Medical Superintendent 
The Nessie Knight Hospital 
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PENICOMBISUL 


CONTAINS THE THREE SULPHONAMIDES WHICH CONSTITUTE 


TRICOMBISUL 


(0.166 g. each SULPHACETAMIDE, SULPHADIAZINE, SULPHAMERAZINE) 


PLUS 


100,000 UNITS OF CRYSTALLINE 


POTASSIUM PENICILLIN G 


PENICOMBISUL offers simultaneous oral penicillin and triple 
sulphonamide therapy, a wide antibacterial spectrum and minimal 
sensitivity reactions. 


PENICOMBISUL TABLETS in bottles of 24 and 100. 


CORPORATION BLOOMFIELD, N.J. 
Sole Distributors : SCHERAG (PTY.) LTD., P.O. BOX 7539 - JOHANNESBURG 


WHAT IS ROTERCHOLON? 


Rotercholon is a new synergistic association of medicaments all of which have an 
important action in controlling disorders of the biliary system. 


No narcotics —no disagreeable or harmful side-effects. 


WHAT DOES ROTERCHOLON DO? 


Rotercholon has a powerful cholagogic and choleretic action. 
Powerfully stimulates secretion and flow of bile. Hinders formation of goall-stones, improves biliary 
drainage which relieves spasticity. Stimulates gastric function and intestinal peristalsis. Has mild 
antiseptic action, which favourably influences inflammation of biliary passages. 


WHEN IS ROTERCHOLON INDICATED? 


Important indications for use are: 


EXTRA — HEPATIC DISORDERS, such as Cholecystitis, Cholelithiasis. HEPATIC DISORDERS; 
Hepatitis, Hepatic insufficiency, Cirrhosis. JAUNDICE due to insufficient permeability of the  bile- 
ducts. PREGNANCY DISORDERS of the Hepato-biliary system. DIGESTIVE MANIFESTATIONS 
OF BILIARY ORIGIN; Anorexia, Flatulence, Sensation of Abdominal fullness. CHRONIC CON- 
STIPATION. ENTEROCOLITIS. 


You are invited to write for full particulars and clinical trial supply 


IMPORTERS 


HARRY DELEEUW CO. (PTY.) LTD. 


P.O. BOX 7, MARAISBURG, TRANSVAAL, SOUTH AFRICA 


Distributors for South Africa and S.W.A.: 
ALEX LIPWORTH LTD. Johannesburg, P.O. Box 4461; Cape Town, P.O. Box 4838; Durban, P.O. Box 1988 
Distributors for Rhodesia: GEDDES LTD. Bulawayo, P.O. Box 877; Salisbury, P.O. Box 1691 
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‘DPerramycin* 


BRAND OF TET#ACYCLINE 


“In acute trachoma, proper treatment with Terramycin 
results, without exception, in a radical cure.” Likewise, 
chronic trachoma responded, in 80% of the cases, to 
Terramycin therapy. 


Miteal, ¥.1 J. FACULTY MED. BAGHDA D 16:26, 1962 


Distributor: 

PETERSEN LTD. 

P.O. Box 38, Cape Town 
P.O. Box 5785, Johannesburg 


113, Umbilo Road, Durban, 
South Africa Pfizer) 


EST. 


“GRAM FOR GRAM TERRAMYCIN Is UNEXCELLED AMONG BROAD-SPECTRUM ANTIBIOTICS” 
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ELASTOPLAST 


BANDAGING 
TECHNIQUE 


In the treatment of 
varicose ulcers . . . careful 
bandaging is essential 

in order to achieve the 
best results. 


Drawing together of 

ulcer edges by strapping — 
extra pressure by means 
of sponge rubber — 
vertical strips 

and carefully applied 
Elastoplast bandaging are 
some of the important 
points in technique. 


ELASTIC ADHESIVE 


Elastoplast conprission sanpacts 


Besides ELASTOPLAST ELASTIC ADHESIVE are ELASTOCREPE VISCOPASTE ICH- 


BANDAGES other T. J. Smith and Nephew : 
bandages and products available for use in the THOPASTE ELASTOPLAST PLASTERS 


treatment and after-care of varicose conditions PARAGON SPONGE RUBBER . JELONET 


ENQUIRIES: SMITH and NEPHEW (PTY.) LTD., P.O. Box 2347, DURBAN 
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The Rheumatic Pulient 
a New Approach 


In rheumatic disorders the commonest symptom, 
and the most trying to the patient, is pain. 
Following the pain comes muscle spasm, which 
leads to disability, loss of function — then more 
poin, more spasm. MEPHOSOL (containing 
mephenesin) breaks this vicious circle by the 
direct abolition of skeletal muscle pain. It is 


analgesic and antispasmodic. 


CROOKES 


MEPHOSOL 


Registered Trade Mork 
DISTRIBUTORS: 
B. P. DAVIS LTD. P.O. BOX 3371 
JOHANNESBURG 


THE CROOKES LABORATORIES LIMITED 
PARK ROYAL LONDON N.W.10 


Please Support Our Advertisers — 
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When the patient is 
feeling FLAT... 
VITASAN 


During convalescence, and states of physical 
exhaustion, Vitasan will be found most useful. 
The small strychnine content proves an effective 
“appetizer” in anorexia and the wine base 
ensures “patient-acceptance”’. 


Each fluid ounce of Vitasan contains: 


Thiamine Hydrochloride 4 Mgm. 
Nicotinamide 20 Mgm. 
Strychnine Hydrochloride 2 Mgm. (1/32 grain) 
With Glycerophosphates and adjuvants. 


Bottles of 6 oz. — 16 oz. — 80 oz. 
Manufactured in South Africa by 


PETERSEN LTD. 


Established 1842 
CAPE TOWN DURBAN SALISBURY 
P.O. Box 38 113, Umbilo Road P.O. Box 2238 


JOHANNESBURG 
P.O. Box 5785 


P26. 
Ondersteun Asseblief Ons Adverteerders 
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Coryza and other Winter Ailments 
Simplified Prophylaxis 


Immunisation against the common cold and 
allied respiratory disorders still an 
imperative need. It concerns patient and 
doctor alike. 


While it may be true that no known prophy- 
lactic is certain to succeed in every case a 
long experience here and abroad has proved 
that a very high percentage of success is 
obtainable through the use of ‘ANTI-BI-SAN’. 


‘ANTI-BI-SAN’ also has the great advantage 


that its administration is oral and _ brief: 
altogether seven small tablets are taken 
over three consecutive days. Nothing could 
be simpler. The resulting immunity, where 
established, starts one week after the course 
is finished and lasts for about three months. 


‘ANTI-BI-SAN' may be given to children 
and adults: it is absolutely safe and side- 
reactions are very rare. For further details 
about this valuable immunising product 
please write to the Distributors: 


‘ANTI-BI-SAN?’ 


FASSETT & JOHNSON, LTD., 72/80 Smith Street, Durban. 


POST GRADUATE 
STUDY 


= 


For South African Practitioners 
Are you preparing for any Medical, 
Surgical or Dental Examination? 


LIMITED 


The Wellcome Foundation Limited invites applications for 


THE WELLCOME FOUNDATION 


position of Head of the Biological Division. 


Send Coupon below for valyable publication 
“GUIDE TO MEDICAL EXAMINATIONS” 
PRINCIPAL CONTENTS 
The Examinations of the Saintorth Bodies. 


The M.R.C.P. London and Edinby 
Diploma in Anaesthetics. 
The Diploma in Tropical Medicine. 
Diploma in Ophthalmology. 
Diploma in Psychological Medicine. 
Diploma in Child Health. 
Diploma in Industrial Health. 
Diploma in Laryngology. 
The F.D.S. and all Dental THE SECRETARY 
Examinations. MEDICAL 
All South African Medical 
Guaminetions. CORRESPONDENCE 
You con prepare for any of COLLEGE 
these qualifications by 19 Welbeck Street, 
study in London, W.1. 
rica and come up ; 
for by return. 


Examinations in which interested 
Africon Offices: P.O. BOX 2239, DURBAN, NATAL. 


THE WELLCOME RESEARCH LABORATORIES 


Beckenham 


The Division is engaged on research in immunology, bacteriology, 
virology and biochemistry in both medical and veterinary fields 
and is also responsible for the production of antitoxins, 
prophylactics, vaccines and bacteriological diagnostic reagents. 
The Head will be required to direct and co-ordinate the 
activities of the various Departments, each of which is in the 
charge of a highly qualified and experienced scientist. The 
position involves considerable responsibilities, primarily of a 
scientific character. Candidates should be medically qualified 
and have had research experience in a senior capacity in 
one of the subjects named. 


Applications should be addressed to The Research Director, 
The Wellcome Research Foundation Limited, 183-193, 
Euston Road, London, N.W. 1. 
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Die Mediese Vereniging van Suid-Afrika 
The Medical Association of South Africa 


ROOMS TO SHARE 


Durban. Share furnished consulting and examination room, waiting 
room and services nurse receptionist and bookkeeper, in a modern 
West Street building. Write to ‘A.U.R.’, P.O. Box 643, Cape Town. 


City of Durban 


VACANCY FOR PART-TIME CLINICAL MEDICAL OFFICER 
(FEMALE): GREY STREET NATIVE WOMEN’S HOSTEL, 
MUNICIPAL NATIVE ADMINISTRATION DEPARTMENT 


Applications are invited from registered female medical prac- 
titioners for the abovementioned part-time appointment in the 
Municipal Native Administration Department. 

The position involves conducting a general clinic for the residents 
of the Municipal Native Women’s Hostel, Grey Street. Clinic 
sessions will be held once weekly between the hours of 7 p.m. 
and 9 p.m. on a day to suit the convenience of the successful 
applicant. 

The remuneration will be at the rate of £2 2s. per session. 
Termination of appointment will be subject to three calendar 
months’ notice on either side. 

Applications stating age, marital state, qualifications and 
experience, must reach the Manager, Municipal Native Adminis- 
tration Department, 132 Ordnance Road, Durbin not iater than 
12 noon on Tuesday, 30 March 1954. 

Personal canvassing for appointment is prohibited and proof 
thereof will disqualify a candidate vide Councils’ Standing Order 


No. 1. 
W. L. HOWES 
Town Clerk 
Town Clerk’s Office 
Durban 
13 March 1954 


PLAASVERVANGER BENODIG 


Plaasvervanger te Indwe vanaf laaste week in Junie of 1 Julie vir 
ses weke. Te werk saam met een vennoot terwyl ander op vakansie 
is. £2 12s. 6d. per dag. Kar nie noodsaaklik. Vry losies en 
inwoning. Skryf aan ,A.U.G.", Posbus 643, Kaapstad. 


Transvaalse Provinsiale Administrasie 


VAKATURES BY PUBLIEKE HOSPITALE 


Aansoeke word ingewag van kandidate met geskikte kwalifikasies 
vir die onderstaande poste by Publieke Hospitale in die Transvaal. 

Aansoeke moet gerig word aan die Geneeskundige Super- 
intendent of Verantwoordelike Geneesheer van die betrokke 
hospitaal en moet volle besonderhede bevat aangaande die ouder- 
dom, professionele, akademiese en taalkwalifikasies, ondervinding 
en huwelikstaat van die applikant en moet voarts ’n aanduiding 
bevat van die vroegste datum waarop diens aanvaar kan word. 
Afskrifte van onlangse getuigskrifte moet aangeheg word by 
aansoeke. 


Lewenskostetoelae tans betaalbaar aan voltydse werknemers: 


Lewenskostetoelae 
Salaris Getroud Ongetroud 


Oor £350 £320 p.j. £100 p.j. 


Van persone wat aangestel word, sal verwag word om bevredigen- 
de sertifikate in te dien, asook om hulle te onderwerp aan ’n 
geneeskundige ondersoek by die betrokke hospitaal. 


13 March 1954 


Aansoekvorms is verkrygbaar van enige Transvaalse Publieke 
Hospitaal of die Provinsiale Sekretaris, Afdeling Hospitaaldienste, 
Posbus 2060, Pretoria. 

Benewens jaarlikse salaris en lewenskostetoelae ontvang voltydse 
werknemers spoorwegkonsessie en word verlof toegestaan ooreen- 
komstig die hospitaalverlofregulasies. 

Die sluitingsdatum van aansoeke vir die poste is 22 Maart 1954. 

Hospitaal Pos Emolumente Opmerkings 


Chirurg £1800 
userend) 


Geregistreerde 
mediese praktisyn. 
Hoér graad in chi- 
rurgie vereiste. 


Johannesburg 
hospitaal en 
die Universiteit 
van die Wit- 
watersrand 


Pretoria Junior 
Radioloog 
(Departe- 
ment van 
Radio- 
therapieé) 


£1200 x 50- Opgeleide en ge- 

1500 registreerde me- 
diese praktisyn en 
D.M.R. 


£620-780- 
820-860 


Geregistreerde 
mediese praktisyn. 
Moet vir minstens 
2 jaar gekwalifi- 
seerd wees. 


Johannesburg- Chirurgiese 
hospitaal en Registra- 
die Universiteit teur 
van die Wit- 
watersrand 

Krugersdorp Chirurgiese £620-780- Geregistreerde 
Registra- 820-860 mediese praktisyn. 
teur Moet vir minstens 

twee jaar gekwali- 
fiseerd wees. 


Johannesburg- 
hospitaal en 
die Universiteit 
van die Wit- 
watersrand 


Registrateur £620-780- 
in Gineko- 820-860 mediese praktisyn. 
logie en Moet vir minstens 
Obstetrie 2 jaar gekwalifi- 

seerd wees. 


Geregistreerde 


£620-780- 
820-860 


Pretoria Kliniese Opgeleide en gere- 
Assistent gistreerde mediese 
(Algemene praktisyn. Moet 
Chirurgie) 1 Januarie 1955 


diens aanvaar. 


£620-780- 
820-860 


Kliniese 
Assistent 
(Oor, Neus 
en Keel) 


Pretoria Opgeleide en gere- 
gistreerde mediese 


praktisyn. 


Boksburg- 
Benoni 


£620-780- 
820-860 


Ongevalle 
Beampte 


Geregistreerde 
mediese praktisyn. 


£620-780- 
820-860 


Ongevalle 
Beampte 
‘ 10) 


Johannesburg Geregistreerde 


mediese praktisyn. 


Ongeville 
Beampte(2) 


£620-780- 
820-860 


Pretoria Opgeleide en gere- 
gistreerde mediese 


praktisyn. 


£620-780- 
820-860- 


Tara Ongevalle 
Johannesburg Beampte 


Geregistreerde 
mediese praktisyn. 


Ontdekkers 
Gedenk Pk. 
Florida 


Deeltydse £340 
Narkotiseur 


Geregistreerde 
mediese praktisyn. 


Deeltydse 
Algemene 
Praktisyn 
Narkotiseur 


Vereeniging Geregistreerde 


mediese praktisyn. 
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AGENCY DEPARTMENT : AGENTSKAP-AFDELING 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177: P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(12t0) Ciskei rural practice. Gross receipts £3,151. Premium 
required £1,500 including instruments, large stock of drugs, 
fittings and furniture. Terms available. Knowledge of Native 
language not essential. 

(1399) Transkei. Unopposed prescribing practice. Cash receipts 
1950/51 /52—£3,887, £4,814, £5,064. Two appointments. Practic- 
ally n> night work. Premium required £2,200. Large house for 
sale at £2,300. Jeep also offered for sale. Terms possible. 
(1436) Karoo-praktyk. Ontvangste ongeveer 
£3,000 p.j. D.S. en M.O.H. aanstellings. Koopprys £1,500 wat 
voorrade insluit. Gerieflike woning met spreekkamers beskikbaar 
teen besonder billike huurgeld. 


FOR IMMEDIATE SALE 


Country practice about 40 miles from Port Elizabeth. Details on 
application. 


ASSISTENTE/PLAASVERVANGERS VERLANG 
ASSISTANTS/LOCUMS REQUIRED 


(1524) Karoo hospitaaldorp. Assistent so gou moontlik. Salaris 
vir die eerste 3 maande £75 p.m. (word hersien daarna) plus vry 
losies en kartoelaag. 

(1586) Transkei hospital town. Locum from mid-June for 1 month. 
Salary £3 3s. p.d. plus hotel and car expenses. Partnership practice. 
(1584) Noordkaapland-hospitaaldorp. Assistent met definitiewe 
0og op vennootskap vanaf | Maart. Salaris £100 p.m. plus petrol- 
toelaag. Eie kar noodsaaklik. Dit is ’n vennootskapspraktyk 
met D.G.-aanstelling, Spoorweg en Myne. Fasiliteite vir sny- en 
kraamwerk. 

(1612) Eastern Province. Locum from 1 April for one month. 
Salary £60 p.m. all found. Partnership practice. Possibility of 
assistantship. 

(1610) Cape Town Southern suburbs. Assistant from 1 April 
until 30 September. 


INSTRUMENTS FOR SALE 


(1587) Zeiss Winkel Microscope (91385) with 3 lenses. Oil immer- 
sion and 2 eyepieces £60. Haemacytometer. Haemometer. Hand 
Centrifuge. Obstetrical Forceps, Speculum. 

These instruments are in excellent condition. 

(1506) Complete set, latest edition of ‘British Encyclopaedia of 
Medical Practice’, £20 or nearest offer. 

(1222) (772) (925) (961) Minnitt Gas and Air apparatus; Ophthalmic 
Instruments; Forceps, catheters, uterine curettes, etc.; Instrument 
cabinet and desk. List on application. 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


PRAKTYK TE KOOP 


(Pr/S107) O V.S. Goedgevestigde, winsgewende praktyk. Chirurgie 
word onderneem. Gemiddelde jaarlikse inkomste is £3,800. 
Premie is £1,250 en sluit medisyne en ’n goeie voorraad instrumente 
in en terme kan gereé] word. Aangename dorp met welvarende 
boeregemeenskap. 


INSTRUMENTS FOR SALE 


(1/058) Portable Minnitt. Gas-Air anaesthetic apparatus as used 
in midwifery, with extra bag attachment. Good as new. Price £25. 
(1/059) Goldmann (Haag-Streit) Perimeter. As new. £250 O.N.O. 
(1/060) Siemens rye a Very little used. Perfect 
condition. Price £300 O.N.O 

(1/061) Books on psychiatry. ‘Lists on application. 

(1/062) Portable electrocardiograph, with unipolar attachment, 
battery operated. Excellent condition. £150 
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(1/063) Bausch & Lomb microscope, as new. Price £50 
(1/064) Second-hand instruments. List on application. £35 O.N.O. 


ASSISTANTS/LOCUMS REQUIRED 
ASSISTENTE/PLAASVERVANGERS BENODIG 


(L/V499) O.V.S. Plaasvervanger vanaf 8 tot 22 April. 
(L/V491) Randse hospitaaldorp. Plaasvervanger vir ongeveer 
4 maande, moontlik langer. Salaris £100 p.m. 

(L/V532) Pretoria. Plaasvervanger vir MEI/JUNIE/JULIE. 
Goeie voorwaardes sal gereél word. 

ea O.V.S. Plaasvervanger vir JUNIE. Salaris om gereél te 
word. 

(L/V535) Assistent vir Randse hospitaaldorp. Geen ondervinding 
noodsaaklik. Chirurgie word onderneem. 

(L/V537) Reef. Locum for 4 to 6 months as from 1 April. Prefer- 
ably person with one year’s experience. 

(L/V538) Tvl. Plaasvervanger vir April en Mei. Salaris £3 3s. per 
dag. Naby Johannesburg. 

(L/V539) Tvl. Locum for April and May. Salary £80 p.m. free 
board and !odging and Is. per mile car allowance. 


ROOMS TO LET 


Specialist doing post-graduate study overseas will have consulting/ 
waiting and examination room vacant during May, June and July 
in central city medical building. Rental £17 10s. per month. 


DURBAN 
112 Medical Centre, Field Street. Telephone 2-4049 


PRACTICE FOR SALE 


(PD24) Natal South Coast. Practice suitable for doctor who 
does not want full-time work. £250 for drugs, dressings 
instruments, etc. No charge for goodwill. Small house on 
4 morgen, £1,600. Immediate occupation. 


LOCUMS URGENTLY REQUIRED 


LOCUM REQUIRED NATAL SOUTH COAST AS SOON AS 
POSSIBLE FOR APPROXIMATELY ONE MONTH. £2 12s. 6d. 
per day, all found. Mixed general practice, about 80% non- 
European. Not much travelling, very few night calls and only 
minor surgery. 


WARTBURG, NATAL. LOCUM FOR THREE WEEKS 
FROM 1 MARCH. £2 12s. 6d. per day, all found, plus car 
allowance. Mixed country practice. 


ASSISTANTS/LOCUMS REQUIRED 


CAMPERDOWN, Natal. Locum from about 25 March for one 
month. £2 12s. 6d. per day, all found. Car provided, if necessary. 
PIETERMARITZBURG. Locum from about 27 March until 
16 April. £2 12s. 6d. per day, all found. Car allowance. 


ZULULAND. Locum from about 15 May for six weeks. £3 5s. 
per day, free board and lodging, and £10 per month car allowance. 
Assistant required in general mixed practice near Durban. Junior 
partnership offered after preliminary trial period. Full details on 
request. 

Assistant required for trial period. If suitable partnership will be 
offered. General practice in select area approximately 20 miles 
from Durban. 


PARTNERSHIP OFFERED 


To F.R.C.S. who is willing to join General Practitioner. This is a 
well established and very extensive practice in hospital town. 
Ample scope for major surgery. Must have previous G.P. ex- 
perience and be bilingual. Three months Assistantship, thereafter 
partnership offered if acceptable to both parties concerned. Write 
full particulars to ‘A.U.S.’ P.O. Box 643, Cape Town. 
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Departement van Gesondheid 


VAKATURES VIR BESOEKENDE MEDIESE BEAMPTES 
(DEELTYDS): KING GEORGE V-HOSPITAAL, DURBAN 
Aansoeke om aanstelling in ondergenoemde poste in die personeel 
van die King George V-hospitaal, Durban, word van behoorlik 
gekwalifiseerde kandidate ingewag. 
Pos Honorarium aan pos verbonde 

(a) Bors-chirurg 
(b) Narkotiseur 


£600 per jaar 
£600 per jaar 


Kandidate moet Suid-Afrikaanse burgers of burgers van ‘n 
Statebondsland of die Republiek lerland en tweetalig wees en moet 
minstens drie jaar in die Unie van Suid-Afrika of Suidwes-Afrika 
gewoon het. 

Registrasie by die Suid-Afrikaanse Mediese en Tandheelkundige 
Raad as ‘n spesialis in die besondere spesialiteit is ‘n noodsaaklike 
vereiste vir aanstelling in enigeen van die poste. 

Van die aangestelde persone sal verwag word om saam te werk 
in alle navorsing wat met hul spesialiteite in verband staan en om, 
waar moontlik, personeelsamesprekings by te woon. Hulle sal 
die koste verbonde aan hulle vervoer self moet dra. 

Nadere besonderhede in verband met hierdie voorgenome aan- 
Stellings is van die Mediese Superintendent van die betrokke 
hospitaal verkrygbaar. 

Daar moet aansoek gedoen word op die voorgeskrewe vorms 
(Z.83 en S.D.K. 8(a)) wat van die Sekretaris van Gesondheid, 
Posbus 386, Pretoria, verkrygbaar is. 

Die sluitingsdatum vir dic ontvangs van aansoeke is 25 Maart 
1954 

(44542) 


South African Railways and Harbours 


Sick Fund 
APPOINTMENT OF PEDIATRICIAN: PORT ELIZABETH 


Applications are invited from registered specialists for appointment 
to the position of Pediatrician to the Fund at Port Elizabeth at a 
salary of £904 per annum, plus the fees and allowances prescribed 
by the Sick Fund and with the right of private practice. 

The salary will be subject to adjustment in accordance with the 
census of members to be taken on | April of each year. 

The appointment will be made in terms of the Regulations of 
the Fund and will be subject to termination on four months’ notice 
being given by either side. 

The Pediatrician will be required to attend cases at his consulting 
rooms, in the various hospitals and/or nursing homes in Port 
Elizabeth and at members’ residences when in the opinion of the 
medical officers concerned this is unavoidable. 

The successful applicant will be required to reside at Port 
Elizabeth, to take up the appointment with effect from a date to 
be arranged, and to carry out his duties in accordance with the 
Regulations of the Fund. 

Applications should reach the District Secretary, Cape Midland 
District Sick Fund Board, 116, Mutual Arcade, Port Elizabeth, not 
later than 30 March 1954, and should state the following: 

. Applicant’s full name. 

. Qualifications (where and when obtained). 

. Experience (where and when obtained). 

Date of birth. 

. Country of birth. 

. Married or single. 

. Whether fully bilingual. 

. Whether South African citizen. 

. What Government appointment, if any, is held. 

Canvassing by or on behalf of any applicant is liable to disqualify 
such applicant. 

Any further particulars required may be obtained from the 
District Secretary at the above address on —— 


J. Kiem 
General Secretary 

Johannesburg 

27 February 1954 


13 March 1954 


Vacancy for Visiting Medical Officer 
(Part-time) 


WESTLAKE HOSPITAL, RETREAT 
Applications are invited from suitably qualified candidates for 
appointment to the undermentioned situation which exists on the 
establishment of the Westlake Hospital, Retreat: 

Remuneration Attaching to 
Situation Situation Duties 


Thoracic £500 per annum (fixed) One operation and 

Surgeon one consultation 

session per week. 

Candidates must be South African citizens, or citizens of a 

Commonwealth country or citizens of the Republic of Ireland, 

be bilingual and have resided in the Union of South Africa or in 
South West Africa for at least three years. 


Registration with the South African Medical and Dental Council 
as a specialist in the particular speciality is an essential requirement 
for appointment to the situation. 

The appointee will be expected to treat patients in the Westlake 
Hospital, the Brooklyn Chest Hospital, the Dr. Stals Hospital and ° 
City Hospital, and also to co-operate in any research work connect- 
ed with his speciality and to attend staff consultations when possible. 
He will be responsible for his own transport arrangements and at 
his cost. 

Further information in regard to the proposed appointment can 
be obtained from the Medical Superintendent of the Westlake 
Hospital, P.O. Retreat. 


Applications should be submitted on the prescribed forms 
(Z.83 and P.S.C. 8(a)) which are obtainable from the Secretary for 
Health, P.O. Box 386, Pretoria. 

The closing date for receipt of applications will be 25 March 1954. 

(44542) 


South African Railways and Harbours 
Sick Fund 


APPOINTMENT OF RAILWAY MEDICAL OFFICER: 
BELLAIR 


Applications are invited from registered medical practitioners for 
appointment to the position of Railway Medical Officer, Bellair- 
Coedmore Road to Sarnia Road, Hillary to Windham Avenue to 
the right along Waverley Road, and on the right of Sarnia Road 
along Arundel Road, also Mount Vernon (inclusive) to Cavendish 
(exclusive), at a salary of £746 per annum, plus the fees and 
allowances prescribed by the Regulations of the Sick Fund, and 
with the right of private practice. 

The salary will be subject to adjustment in accordance with the 
Census of Members to be taken on | April of each year. 

The appointment will be made in terms of the Regulations of 
the Fund, and will be subject to termination on four months’ 
notice being given by either side. 

The successful applicant will be required to reside at Bellair, 
to take up the appointment with effect from a date to be arranged, 
and to carry out his duties in accordance with the Regulations of 
the Fund. 

Applications should reach the District Secretary, Natal District 
Sick Fund Board, Belgrave Mansions, Smith Street, Durban, not 
later than 30 March 1954, and should state the applicant’s full 
name, qualifications, and experience (where and when obtained), 
date and country of birth, married or single, whether fully bilingual, 
whether South African Citizen, what Government Appointment, 
if any, is held. 

Canvassing by or on behalf of any applicant is liable to disqualify 
such applicant. 

Any further particulars required may be obtained from the 
District Secretary at the above address on ————- eam 


General Secretary 
Johannesburg 
13 March 1954 
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IMPORTANT NOTICE 


Medical practitioners who intend applying for any appoint- 
ment specified in this notice for which an advertisement 
appears in this issue of the Journal are advised to 


communicate first with the Honorary Secretary of the 
Branch of the Medical Association of South Africa concerned: 


Appointment: S.A.R. & H. Sick Fund — Pathologist, Pretoria. 


Branch: Northern Transvaal Branch, Room 28, Administrative 
Building, General Hospital, Pretoria. 


Ndola Municipal Council 
APPOINTMENT OF MEDICAL OFFICER OF HEALTH 


Applications are invited from persons who possess the Diploma 
in Public Health and have had experience in a similar appointment. 
Salary grade £1,700 x £100—£2,200 per annum, plus a temporary 
variable cost-of-living allowance of £312 per annum. 
Intending applicants should apply forthwith for further 
particulars. 
Edward C. Barlow 
Town Clerk 
P.O. Box 197 
Ndola 
Northern Rhodesia 
(3514) 


THE RAND MUTUAL ASSURANCE COMPANY, LIMITED 
ADDITIONAL FULL-TIME SURGEON (INDUSTRIAL) 
THE CHAMBER OF MINES HOSPITAL 


Applications are invited from senior registered medical practitioners 
with more than three years post-graduate experience for the above 
post. 

The commencing remuneration, inclusive of cost of living, house 
and transport allowances, will be £1,900 per annum. Membership 
of a Pension Fund and Medical Aid Society is a condition of 
service. 

Applications stating age, whether married or single, full particu- 
lars of qualifications and experience, whether fully bilingual and 
when able to commence duties, should be addressed to and reach 
The Manager, P.O. Box 413, Johannesburg, before noon on 30 
March 1954. 


LOCUM REQUIRED 


Gobabis. S.W.A. Locum required for three months commencing 
15 April 1954. For further particulars please write to P.O. Box 102, 
Gobabis, S.W.A. 


REGISTERED SPECIALIST 
OBSTETRICIAN AND GYNAECOLOGIST 
REQUIRED URGENTLY 


Assistant with view to partnership in large practice. 
Write, giving full details of experience, qualifications, marital 
status etc., to “A.U.N.’, P.O. BOX 643, CAPE TOWN. 


ASSISTANT WANTED 
Mixed practice Bulawayo. State sex, experience, marital state, 
when available, salary required. Accommodation available. Apply 
35 Fifth Avenue, Bulawayo. 


MEDIESE PRAKTYK TE KOOP 


Mediese praktyk te koop aangebied te Boshof. Prys baie billik. 
Goeie vooruitsigte. Doen navraag by: 


Cc. G. Marais & Kie 


Posbus 38 
Telefone 3 en 70 
Boshof 


St. John Ophthalmic Hospital 


Applications are invited from suitably qualified medical practition- 
ers for the position of Registrar to the abovementioned hospital. 
Salary according to qualifications and experience. 

Applications should be submitted to the Secretary, P.O. Box 
7137, Johannesburg, not later than 3 April 1954. 


FOR SALE 


One Duotom Major Ultra Sonic Machine, with all the attachments 
for cauterisation, brand new. Willing to sell for £300. Cost new 
£365. Reason for selling is insufficient electricity. Contact P.O. 
Box 12, Karreedouw. 


Kaapse Provinsiale Administrasie 


HOSPITAAL STELLENBOSCH 
Aansoeke word ingewag van Mediese Praktisyns om op die Ere- 
mediese Personeel van die Stellenbosch Hospitaal te dien (8 Poste). 
Aansoeke moet gerig word aan die Mediese Superintendent. 
Sluitingsdatum 31 Maart 1954. 


Cape Provincial Administration 


STELLENBOSCH HOSPITAL 


Applications are invited for Medical Practitioners to serve on the 
Honorary Medical Staff of the Stellenbosch Hospital (8 posts). 
Applications to be addressed to the Medical Superintendent. 
Closing date 31 March 1954. 


South African Railways and Harbours 
Sick Fund 
APPOINTMENT OF PATHOLOGIST - PRETORIA 


Applications are invited from registered pathologists for appoint- 
ment to the position of Pathologist, Pretoria, at a salary of £1,409 
p.a., plus the fees and allowances prescribed by the Regulations of 
the Sick Fund, and with the right of private practice. 

The salary will be subject to adjustment in accordance with the 
census of members to be taken on | April of each year. 

The appointment will be made in terms of the Regulations of the 
Sich Fund, and will be subject to termination on four months’ 
notice being given by either side. 

The successful applicant will be required to reside in Pretoria, 
to take up the appointment on a date to be arranged, and to carry 
out his duties in accordance with the Regulations of the Sick Fund. 

Applications should reach the District Secretary, Eastern 
Transvaal District Sick Fund Board, Scheiding Street, Pretoria, not 
later than 31 March, 1954, and should state: 

. Full name. 

. Qualifications (when and where obtained). 
Experience (when and where obtained). 

. Date and place of birth. 

. Country of birth. 

Whether married or single. 

. Whether fully bilingual. 

. Whether South African Citizen. 

9. What Government appointment, if any, is held. 

Canvassing by or on behalf of any applicant is liable to disqualify 
such applicant. 

Any further particulars may be obtained from the District 
Secretary, at the above address, on application. 


P. J. Klem 
General Secretary 
Johannesburg 
27 February 1954 
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VACANCY FOR VISITING MEDICAL OFFICER (PART- 
TIME): LYDENBURG TUBERCULOSIS HOSPITAL 


Applications are invited from suitably qualified candidates for 
appointment to the undermentioned situation which exists on the 
establishment of the Lydenburg Tuberculosis Hospital. 


Remuneration attaching Duties 
to situation 

£100 per annum 
(inclusive) 


Situation 


Medical Officer 
(part-time) 


Attend to Tuberculosis 

patients 3 hours per week 

(subject to review after 
six months). 

Candidates must be South African citizens, or citizens of a 
Commonwealth country or citizens of the Republic of Ireland, be 
bilingual and have resided in the Union of South Africa or in 
South West Africa for at least three years. 

Registration with the South African Medical and Dental Council 
is an essential requirement for appointment to the situation. 

The appointee will be required to function as part-time Medical 
Superintendent of the Lydenburg Tuberculosis Hospital where he 
will be the only Medical Officer. 

Applications should be submitted on the prescribed forms 
(Z.83 and P.S.C. 8(a)) which are obtainable from the Secretary 
for Health, P.O. Box 386, Pretoria. 

The closing date for receipt of applications will be 31 March 1954. 


(44613) 


Provincial Administration of the Cape 
of Good Hope 


(HOSPITALS DEPARTMENT) 


VACANCY: HONORARY MEDICAL OFFICER 


Applications are invited from registered medical practitioners for 
appointment to the post of Clinical Assistant to the Department 
of Gynaecology and Obstetrics at the Provincial Hospital, Port 
Elizabeth 

The appointment, conditions of service and remuneration attach- 
ed to the abovementioned post shall be subject to the Provisions 
ri regulations promulgated under Provincial Notice No. 533 of 
19 

Applications must be made on the prescribed form (Staff 23) 
which is obtainable from the undersigned to whom completed forms 
must be addressed to reach his office not later than 20 March 1954. 


J. H. McLean 
Medical Superintendent 
Provincial Hospital 
Port Elizabeth 
22 February 1954 
(14519) 


University of Cape Town 
REFRESHER COURSE IN ANAESTHESIA 


A Refresher Course in Anaesthesia, designed to Supplement the 
needs of the Genera! Practitioner, is being arranged. The course, 
extending over the period 12 April to 15 April 1954, will provide 
lectures and demonstrations in anaesthesia and immediately- 
related subjects P 
The provision of the course will depend upon the number of 
intending participants and any General Practitioner who is interest- 
ed in attending the whole or part of the course, should apply for 
details to: 
The Registrar, 
University of Cape Town, 
Private Bag, 
Rondebosch, C.P. 
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CLINITEST 


(BRAND) 


URINE-SUGAR DETECTION 
SIMPLE + SWIFT - DIRECT 


Everything needed for reliable urine- 
sugar testing in one set! Each Clinitest 
Reagent Tablet contained in the set 
contains all reagents required for copper 
reduction test. No external heating nec- 
essary—tablets generate heat on dis- 
solving. To perform test, simply drop 
one tablet into test tube containing 
diluted urine. Wait for reaction, then 
compare with color scale. Tablet refill 
available from your Chemist. Ideal for 
doctor, patient or laboratory. 


Contact our 
representative for 


literature, today! 


AMES COMPANY, INC. 
Elkhart, Indiana, U.S.A. 


EXCLUSIVE DISTRIBUTOR: 


1 Ph 


Campaign House 
19 Ramsey Street 
P.O. Box 2515 
Johannesburg 
South Africa 


ticals Ltd. 
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‘ASTHMA 
‘BRONCHITIS 
‘EMPHYSEMA 


are rapidly relieved by the 


INHALATION 
THERAPY 


BRONCHOVYDRIN is a specially balanced Adrenaline technique obviating 
parenteral injections and free of any secondary effects, yet affording dramatic 
relief of all forms of bronchospasm, whether physical, nervous or allergic. 
° 
DRITAX HAND INHALER ° 
Available in cartoned bottles of 12.5 gm. 
Available with or 
without a Face Mask 
SUPER PAG is a large 


table model and can be 
supplied with single or 
double bulb, also with PNEUMOSTAT ELECTRIC INHALER is suitable for 
bakelite stand. AC-DC of 90-110 volts or 200-250 volts, and is supplied 
complete with two SUPER PAG Inhalers either of which 
is brought into use by a two-way tap 


RIDDELL INHALERS deliver a fine degree of dry atomisation in the 


region of 20 microns, which is absorbed by the alveoli with extreme rapidity 
affording relief to an ASTHMA attack within the matter of seconds and yet 
is very easily administered by the patient without inconvenience. 


oe SUPER PAG HAND INHALER 


Please write for technical data. 
PNEUMOSTAT ELECTRIC INHALER 


RIDDELL PRODUCTS LIMITED 


AXTELL HOUSE, WARWICK STREET 
South African Representatives: FASSETT & JOHNSON LTD., 72 SMITH STREET, DURBAN. Phone: 2-9521 


Printed by National Commercial Printers, Elsies River, and Published by the Proprietors, The Medical Association of South Africa, Medical House, 
35 Wale Street, Cape Town. P.O. Box 643. Telephone 2-6177. Telegrams: ‘Medical’ 
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Usuaily well tolerated. 
Few recurrences. 


of therapy have failed. 


How Supplied: 


UTERINE & 


guger-coated tablets, in b 


ABBOTT LABORATORIES 
JOHANNESBURG CAPE TOW! 
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TREATMENT 
4 Dbviates pa ul injections. 
: | | Qften succeeds where othe 


